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Within the field of psycho-oncology, it has become increasingly apparent that
cancer not only affects the patient, but disrupts the entire family unit, particularly
adolescent children. The goal of the current study was to take the next step in this line of
research by investigating mechanisms of influence for how parental cancer impacts
adolescent adjustment. The framework of attachment theory was applied to make
theoretically driven predictions and to create models for how and why these effects
would occur. It was hypothesized that many of the adjustment problems found in teens
dealing with parental cancer would be related to negative changes in the parent-child
attachment relationship.

Adults recently diagnosed with cancer, and their adolescent children were asked
to complete measures assessing: adolescent and parent functioning, adolescent
attachment, adolescent coping, and cancer specific variables. In addition, a matched
comparison group completed similar measures (without cancer specific questions).

As predicted, adolescents in the parental cancer group displayed more insecure
attachment to parents. They also used more Secondary Control Coping (emotion
oriented) while the comparison group tended to favor Primary Control Coping (problem
focused). In contrast to prior research, we found no differences in adjustment between the
two groups. However, after controlling for attachment style, adolescents with a parent

with cancer actually reported fewer problems that those in the comparison group. Further,



analyses with the groups combined confirmed that attachment style predicted coping,
stress responses, and adjustment in the expected ways.

Hypotheses were also tested within the cancer group alone to determine what
aspects of parental cancer lead to teen difficulties. We found no effects for cancer stage
or site, or parental mental health. The effects for perceived severity of illness, which has
been widely documented in the literature, were unexpected and initially appeared
contradictory. Adolescents who reported higher perceived cancer severity and higher

impact of cancer on life in general, had better overall personal adjustment as well as more

clinical symptoms. In addition, adolescent emotional symptoms were negatively
associated with the amount of information a teen had been given, and positively
associated with the number of cancer-related stressors reported. Additionally, attachment
style fully mediated the effects of cancer-related stressors on adolescent-reported
emotional symptoms.

In conclusion, support was found for our hypothesis that many of the previously
reported difficulties in teens dealing with parental cancer were actually due to changes in
the parent-adolescent attachment relationship. Furthermore, within the cancer group,
attachment style fully mediated the effects of cancer-related stressors on adolescent
emotional symptoms. There were also interesting findings in this study suggesting
posttraumatic growth in adolescents dealing with parental cancer. Several other important
variables were predictive of adjustment, such as amount of information given to teens
about cancer. This may provide some hope for families as well as implications for

intervention and future research.



PARENTAL CANCER: THE PARENT-CHILD BOND AT RISK

by

Julie M. Miller

A Dissertation Submitted to
the Faculty of The Graduate School at
The University of North Carolina at Greensboro
in Partial Fulfillment
of the Requirements for the Degree
Doctor of Philosophy

Greensboro
2008

Approved by

Committee Chair



© 2008  Julie M. Miller, Ph.D.



To the Midthun family for all of your support on this long road. To Will for always

believing that I was capable of completing this project even when I doubted it myself.

Lastly, to Tate for giving me motivation, but also balance in my life. I love you all.

il



APPROVAL PAGE

This dissertation has been approved by the following committee of the Faculty of

The Graduate School at The University of North Carolina at Greensboro.

Committee Chair

Committee Members

Date of Acceptance by Committee

Date of Final Oral Examination

il



ACKNOWLEDGMENTS

I would like to thank Rosemery Nelson-Gray, Ph.D. for her support and assistance
as chair of my dissertation committee. Thank you as well to Kristie Foley, Ph.D. for your
generous guidance in all aspects of this project. In addition, I am grateful to Wake Forest
University Comprehensive Cancer Center, the Duke Brain Tumor Center, Rex
Healthcare, and Moses Cone Hospital for their support of this project. Finally, much
appreciation is given to the National Cancer Institute for financial support of this project.
This study was funded through the RO3 program via the Office of Cancer Survivorship.
Thank you to all of the additional researchers who served as consultants of this project

and provided your expertise.

v



TABLE OF CONTENTS

Page

LIST OF TABLES ...ttt sttt vi

LIST OF FIGURES. ..ottt sttt ettt ettt sttt sttt st ae i vii

CHAPTER

I. REVIEW OF RELEVANT RESEARCH .......ccooiiiiiiiiiiiieeecceeeeeeeeeee e 1

Overview of Cancer in Adults of Parenting Age ..........cccccevevieeeveninienencneneeeenes 1

The Effects of Parental Cancer on Child Adjustment...........cceeveereeneeneenieeneeneennenn 3

Variables that may Influence Family Adjustment .............ccoeeeeviieciieciinniencieeieeieeiens 4

Attachment Theory and Research ............ccoooiiiiiiiniiiniicceen 6

Stress Responses and Coping in Children and Adolescents ............cccceceeeeevienineennens 19

SUIMIMATY ..ttt ettt et e et e b bt e et eeabee s bt e e bt e e sabeesabeesbeeenne 23

Statement Of PUIPOSE ........cocueviiiiiiiiiiiiiiciciestcccec et 25

II. RESEARCH DESIGN AND METHODS .....c.coiiiiiiiiiiieeieceeeeeeeeee e 30

Participants and RECTUIMENL .......c..coeeviiiiiiiiiiiieiiiiieeeee et 30

Data Collection Procedures.............cccoveiriniecieiiinienieeeenesieeeeee e 35

IIL RESULTS .ottt ettt sttt ettt ettt et ettt ettt e e ene 49

DESCIIPHIVE STALISTICS 1 uvteuvienrietieiietierteesit et et et et et esseesseesseesseesseesseesseesseesseesasennes 50

Between Group COMPATISONS ......cc.eouteieriiriiniieienieiinieeetesie et eeesre st et eeesse s eeennens 50

Combined Group ANALYSES .......cc.coiruieieiiiriiiiiieieieeeetete ettt 56

Differences within the Cancer GIOUP ..........ccccverierierienienieniententesee e e seeseee s 60

IV. DISCUSSION ...ttt sttt sttt ettt ettt ettt ettt st eseneene 66

Interpretation and Implication of Results..........cccerierienienienienieieieeeeeece e 66

Strengths of the Current Study........ccccoivieiiiiiiiiiiiic e 80
Limitations of the Current Study

and Potential Future Directions for Research ............ccccooeveeiiiiniininnncncnenne 82

Clinical Implications of this Study for Families Dealing with Cancer ...................... 86

REFERENCES ...ttt 90

APPENDIX A. TABLES AND FIGURES .....cccccooiiiiiiiiinineeneneteeeeseseetee e 98

APPENDIX B. EXAMPLES OF STRESS RESPONSES .......ccceoniniiiininincnncneeeenne 122

APPENDIX C. SUMMARY OF RESULTS ......ciiiiiiiiieeeceeeeeeeeee e 124

APPENDIX D. ASSESSMENT MEASURES ........cccotiiiinienineetetnenceeeeieneeseeeeene 128



LIST OF TABLES

Table 1. Parent Participant Demographic Information............cccceecveevvviencieenceeennnnn.
Table 2. Adolescent Participant Demographic Information ............ccccceeeveveerciveennnenn.
Table 3. Means (SD) and Reliability for Continuous Measures by Group.................

Table 4. Coping Ration Scores by GIOUP .......cc.eeevvieeriieeiiieeieeeieeeeieeeeieeeevee e

Table 5. Correlations of Self and Parent-Reported Adolescent

Adjustment on BASC by Group .......coooueiiiiieiiieiniieiieeeeeeeeeeeeeen

Table 6. MANCOVA results of the effects of RQ category on

RSQ coping/stress responses proportional SCOTeS ..........occveeerveererveeriueeenns

Table 7. MANCOVA results of the effects of RQ category on RSQ coping/stress

responses proportional scores for Comparison Group only.....................

Table 8. MANCOVA results of the effects of RQ category on RSQ coping/stress

responses proportional scores for Cancer Group only........ccccceeeeeuveenen.

Table 9. Correlations between Attachment Behaviors and Stress

Responses After Controlling for Gender and Group ...........cccecuveevieeennneen.
Table 10.Self-reported Adjustment by Attachment Style..........ccocceeeviiiiniiiiniiennneen.
Table 11. Responses to Stress by Attachment for Comparison Group........c...cc.......
Table 12. Responses to Stress by Attachment for Cancer Group ..........ccoceeevueeenneen.
Table 13. Parent-reported Adjustment by Attachment Style...........ccocceeviieiniiennneen.
Table 14. Self-reported Personal Adjustment by Attachment Style............ccccccceeee.
Table 15. Correlations between Cancer Variables and Stress Responses ..................

Table 16. Correlations between Parental Cancer Variables and Teen Adjustment....

Vi



Figure 1.
Figure 2.
Figure 3.
Figure 4.

Figure 5.

Figure 6.
Figure 7.

Figure 8.

LIST OF FIGURES

Page
The Context of Parental Cancer ...........cccceevveriieenieiiieniceiieneeeeeseeeesee e 114
Attachment in the context of parental CanCer............ccceevueeeriieinieeenieeniieeane 115
Stress responses in the context of parental cancer............ccocceevvieeinieennicennnee. 116
Stress responses and adjustment in the context of parental cancer .................. 117
Attachment, stress responses, and adjustment in the
context Of Parental CANCET ........ceeeeruiieriiieeriieeeieeeetee et e e e e e e e eeaee e 118
Attachment Style DY Group......ccccooueiiiiiiiiiiiiiieeceeeee e 119
Attachment Style Differences in Information and Severity Perception........... 120
Standardized Regression Coefficients for the Relationship Between
Number of Cancer-Related Stressors and Emotional Symptoms as
Mediated by Attachment Style..........coovuiviiiiieiiiieeiieeeecee e 121

vii



CHAPTER 1

REVIEW OF RELEVANT RESEARCH

Overview of Cancer in Adults of Parenting Age

Cancer is the second leading cause of death in the United States accounting for
approximately 500,000 deaths each year (Ries Miller, Hankey et al.,1994). In addition,
given the increase in treatment effectiveness and cancer survival rates, a great many more
individuals are living with cancer. Thus, cancer affects the lives of millions of individuals
diagnosed with cancer and their family members each year. (Armistead & Forehand,
1995; Armistead, Klein, & Forehand,1995; Worsham, Compas, & Ey, 1997). It has been
estimated that hundreds of thousands of adults are diagnosed with cancer every year that
have a child living in the home.

The physical and psychological consequences of a cancer diagnosis and treatment
can greatly impact the cancer patient’s ability to care for or parent his or her children
(Lewis, Ellison, & Woods, 1985; Nelson & Allen, 1994). Cancer patients suffer from
physical effects stemming from both the cancer itself as well as the side-effects of
treatment such as fever, nausea and vomiting, hair loss, weight loss, pain, and sleep
disturbances (National Center for Health Statistics, 1994). For example, fatigue is
reported by as many as 96% of cancer patients, particularly those actively undergoing
treatment (Heinrich, Schag, & Ganz, 1984). Fatigue can be expressed physically,

mentally, or emotionally. It can be highly debilitating as it may prevent the patient from



participating in everyday activities, such as working, parenting, and household chores.
These symptoms may significantly limit cancer patients’ daily lives and functioning and
may also be frightening for the patient as well as his or her children. Patients may also
be hospitalized frequently resulting in their absence from the family.

In addition to the many physical symptoms cancer patients experience, they also
are at high risk for psychological problems such as anxiety, depression, and delirium
(Heinrich et al., 1984; Hubbard & DeVita, 1987; National Center for Health Statistics,
1994). Some of the more common psychological symptoms that cancer patients face are
anxiety (44% of cancer patients report anxiety, 23% of which are at a significant level),
delirium and organic mental disease (15-20% of cancer patients and 75% of terminal
cancer patients affected), and depression (15-25% of cancer patients experience Major
Depression) (Heinrich et al., 1984; Hubbard & DeVita, 1987; National Center for Health
Statistics, 1994). All of these psychological disorders are highly distressing and cause
significant impairment in the patient’s functioning and well-being. While treatment of
these mental health problems is essential to the patient, many symptoms also overlap with
grief and bereavement over possible death and may, therefore, go untreated.

Perhaps the most troubling effect of cancer is the threat of death. Whether Stage
1 or 4, the diagnosis of cancer is traumatic and raises concerns about mortality. In
addition, perceptions about possible death may or may not be founded in the reality of the
disease. The concerns that cancer raises about one’s own mortality do not dissipate with

treatment or even with remission (Heinrich et al., 1984; Hubbard & DeVita, 1987;



National Center for Health Statistics, 1994). Cancer recurrence is always present as a
threat and cause of anxiety in the minds of those in remission (Lewis et al., 1985).
The Effects of Parental Cancer on Child Adjustment

Recent research suggests that children and adolescents who have a parent
with cancer often demonstrate increased behavioral and emotional problems (Armistead
& Forehand, 1995; Armistead et al., 1995; Northouse, Cracchiolo, & Appel; 1991; Roy,
1990; Siegel, Mesagno, Karus, Christ, Banks, Moynihan, , 1992). They tend to have
higher levels of depression, anxiety, and behavioral problems, as well as lower self-
esteem, scholastic motivation, and social competence than normal controls, and increased
levels of somatic complaints and school absenteeism (Cain & Staver, 1976; Christ et al.,
1993; Hirsch, Moos, & Reischl, 1985; Lewis et al., 1985; Morgan, Sanford, & Johnson,
1992; Stein & Newcomb, 1994). Many children and adolescents experience problems
severe enough to fall within the clinical range for depression and anxiety (Armistead et
al., 1995; Compas, Worsham, Ey, & Howell, 1996; Evans, Keenan, & Shipton, 2007;
Worsham et al., 1997). However, there has been a great deal of variability found within
these studies suggesting that there are likely to be moderators or mediators of this effect.
Some research has also demonstrated differences in child and parent report of
maladjustment, with parents reporting fewer symptoms than children (Worsham et al.,
1994). Researchers have begun to study variables that may predict adjustment (e.g.
cancer stage, perceived severity, gender of parents and children, coping, age of child).
Many of these studies are limited, however, by not having a comparison group or being

atheoretical in design.



For example, it has been found that adolescents who have a parent with cancer
tend to be at the highest risk for anxiety and depression (Adams-Greenly, Beldoch, &
Moynihaan, 1986; Christ, Siegel, & Sperber, 1994; Compas et al., 1996). Increased risk
in adolescence appears to be associated with adolescents’ cognitive and emotional
development, as adolescents are more aware of the potential loss of the parent and of the
parent’s pain than younger children (Christ et al., 1994). Parental illness may disrupt the
normal conflict with parents and appropriate separation-individuation that occurs during
adolescence (Adams-Greenly et al., 1986; Christ et al., 1994; Lewis et al., 1985;
Pedersen, S., 2005). Adolescents who have a parent with cancer are also often concerned
with abstract aspects of their relationship with their parents such as potential loss of the
parent’s role in the family, financial concern, changes in family climate and roles, and
concern for the well parent’s adjustment (Adams-Greenly et al., 1986; Aldridge &
Becker, 1999; Christ et al., 1994; Pedersen, S., 2005). Finally, adolescence is a
developmental period marked by strong ego-centrism, with adolescents tending to take
events or others’ behavior personally (Compas et al., 1994; Wellisch, 1979). This makes
it likely that adolescents will interpret changes in a parent’s behavior as disapproval or
personal rejection (Wellisch, 1979).

Variables that may Influence Family Adjustment

Given that research on the effects of parental cancer (and illness more generally)
has only recently become a focus, investigation of the pathways through which parental
cancer affects children and adolescents has been limited. Rolland's family systems

approach outlines the importance of many different illness, patient, and family variables



on adjustment (Rolland, 1987, 1990, 1999). For example, the onset, course, and outcome
of cancer can interact with a family's structure, life cycle, and adaptability as well as their
belief system in determining the adjustment of the family to diagnosis and treatment
(Rolland, 1987, 1990, 1999).

Other important variables that may influence the child or adolescent's adjustment
to parental illness include the following: the child's and parent's ages and genders, family
coping, the child's perceptions of parenting and cognitive appraisals of the illness, social
support from friends and extended family, mental health of both parents, physical health
of the non-ill parent, and the quality of the relationships within the family (Compas,
Malcarne, & Fondacaro, 1988; Harris, & Zakowski, 2003; Johnston, Martin, Martin, &
Gumaer, 1992; Lichtman et a., 1984; Peters & Esses, 1985; Wynne, Shields, & Sirkin,
1992). Research by Lewis et al. (1993) supported that increased illness demands, not the
illness itself, were associated with depressive symptoms in the spouse, which negatively
affected other family members including children. Armistead , Klein, and Forehand
(1995) suggested several paths by which parental illness can impact children’s
functioning. These included parental emotional distress, the marital relationship, and the
parent-child relationship (Armistead et al., 1995; Brown et al., 2007). .

Steel, Forehand, and Armistead (1997) provided a preliminary investigation of the
relationships between severity of illness, parental adjustment, marital adjustment, parent-
child relationships problems, child’s use of avoidant coping, and child internalizing
problems in a group of families with an ill father. The results indicated that increases in

illness severity predicted disruptions in several family process variables. For example,



illness severity was associated with psychological maladjustment in the patient and in the
non-ill parent. These parental depressive symptoms indirectly related to child
internalizing problems with parent-child relationship problems and the child’s use of
avoidant coping strategies as mediators of this effect (Steele et al., 1997). This
association between parental maladjustment and child internalizing problems via parent-
child relationship problems and the child’s avoidant coping was true for both mothers and
fathers. Disruptions in mother-child and father-child relationships were related to
increased avoidant coping. Furthermore, higher avoidant coping predicted more
internalizing symptoms, which is consistent with prior research on coping and adjustment
(for a review see Compas, Connor-Smith, Saltzman, Thomsen, and Wadsworth,, 2001).
While recent studies such as this provide preliminary evidence for the role of the parent-
child relationship and adolescent coping as influential variables, the mechanisms through
which parental cancer affects adolescent adjustment is still not understood (Armistead et
al.,1995; Compas, Malcarne, & Banez, 1992; Lewis et al, 1993; Steele et al, 1997).
Identification of important variables, such as the parent-child relationship, that mediate or
moderate the effects of parental cancer on coping and adjustment would broaden our
understanding of the impact of this stressor on adolescents.
Attachment Theory and Research

Attachment Theory and Normative Development

The pathways through which cancer affects parenting, the parent-child
relationship, and child adjustment can be elucidated using the well-established model of

attachment theory. Armsden and Lewis (1993) stated: “Attachment theory, supported by



a large body of research, provides a framework for understanding and predicting
children’s reactions to changes in family life produced by serious parental illness” (p.
154).

Attachment theory, as proposed by John Bowlby (1969), provides an ethological
theory accounting for both normative and pathological interpersonal development.
Bowlby (1988) explained that to be attached to a caregiver (or other attachment figure)
means that a child or adult is likely to seek proximity with the caregiver (or attachment
figure), particularly when distressed. Bowlby stresses that attachment is dependent on
both internal representations of caregivers’ past behavior and current conceptions of
caregiver availability.

Bowlby argued that the typical attachment behaviors and emotions of distress and
protest expressed by a young child when separated from caregivers serve an evolutionary
function to keep caregivers in close proximity (Bowlby, 1973). This proximity seeking
behavior serves the function of protecting the vulnerable child from environmental
danger. When the parent is unavailable or proximity cannot be maintained, the child
becomes anxious, prompting the expression of attachment behaviors aimed at
maintaining proximity and anxiety reduction. In addition to proximity seeking,
caregivers serve as a safe haven where a child can turn for emotional support or comfort,
and a secure base from which the child can freely explore (Bowlby, 1969, 1973, 1980,
1988). The exploratory system prompts the child to investigate his or her environment.
However, if there is an anxiety-producing event or if the caregiver is perceived to be

unavailable, the child will become anxious, terminate exploration, and seek comfort from



the parent. A child is most likely to seek comfort and protection when he or she is ill,
hungry, tired or feels threatened by either the environment or loss of the caregiver. Main
(1990) described that this proximity seeking behavior is the primary attachment strategy
serving to promote safety and survival. However, attachment behaviors occur within the
context of the parent-child relationship and rely on the responsivity of the caregiver to the
child’s cues and the child’s adjustment to the parent’s sensitivity (Ainsworth, Blehar,
Waters, & Wall, 1978). Thus, the study of attachment not only must be viewed in terms
of normative development and primary strategies, but also in individual differences.
Individual Differences in Attachment

In her extensive work on individual differences in attachment, Mary Ainsworth
identified three main categories of parental responsivity: consistently responsive,
consistently unresponsive, and inconsistent (Ainsworth et al., 1978; Ainsworth, 1985). In
relation to these individual differences in parental caregiving, there are corresponding
differences in children’s internal representations and attachment quality. A child’s
perception of the availability and responsivity of his or her caregivers in threatening
situations results in different expression of attachment behaviors and in the quality of
attachment relationships. If a caregiver is inconsistent or unresponsive, the primary
attachment strategy of proximity seeking may not be effective in reducing the child’s
anxiety. When this occurs, the child may turn to a secondary strategy to minimize or
maximize the primary behavioral strategy (Main, 1990). Main (1990) proposed that there
are two types of secondary attachment strategies: avoidance/deactivation and

heightening/hyperactivating. By observing many children’s attachment behaviors,



Ainsworth was able to identify several distinct patterns of attachment that utilize either
these primary or secondary attachment strategies.

Children with a responsive and accessible parent feel comfortable exploring the
world, as they assume their parent will be available if they need comfort or protection.
Infants and children who demonstrate this pattern of exploration combined with reliance
on parents when distressed are considered to have a “secure” attachment style (Ainsworth
et al., 1978; Ainsworth, 1985). These children tend to feel confident in their caregivers
and in their own interactions with the world and make up approximately 60% of children
(Hazan & Shaver, 1994). This is not to say that “secure” children do not feel fear or
anxiety when actually separated from the caregiver in the strange situation, rather, they
are often distressed by the separation but are comforted by the return of the caregiver. In
other words, the parent tends to be available and responsive to the “proximity seeking”
needs of the child, comforts the child and is an emotional “safe haven”, and is a “secure
base” from which the child can explore (Shaver & Cassidy, 1999). Thus, the primary
attachment strategy is successful and no secondary strategy is needed. Secure children
explore the environment while using the parent as a safe haven in case of a threatening
situation. Thus, they develop a view of others as available in time of need while also
fostering self-efficacy.

In contrast, infants and children whose caregivers tend to be unavailable or unable
to provide comfort in a threatening situation assume that their caregivers will not be
responsive to their needs and/or that they are unable to behave in ways that get their

needs met. These children, often generally labeled as insecurely or anxiously attached,



receive inconsistent care or rejection by caregivers, and are unable to express attachment
behaviors at appropriate times (Ainsworth, 1985; Bowlby, 1969, 1980, 1988; Shaver &
Cassidy, 1999). This insecure type was broken down into two separate subgroups,
“avoidant” and “ambivalent”, based on differing behavior in the strange situation
paradigm (see Ainsworth for a description of this procedure) as well as what secondary
attachment strategy is used (Ainsworth et al., 1978; Ainsworth, 1985). Researchers in
attachment use several different labels to describe these styles. Secure, avoidant,
ambivalent, and fearful styles are used consistently throughout this paper to ease
understanding.

The caregivers of avoidant children generally reject their children’s bids for
comfort, especially physical closeness. Children with an avoidant attachment style do not
appear distressed by separation from their caregiver during the strange situation.
However, recent research suggests that these children (making up 25% of American
samples) do in fact show heightened arousal and increased cortisol levels compared to
securely attached children (Shaver & Cassidy, 1999). Thus, they may in fact be
distressed but suppress proximity seeking behaviors based on expectations of parental
rejection. The secondary attachment strategy utilized is avoidance/deactivation. Avoidant
children engage in exploration but not with the same interest as securely attached
children (Ainsworth et al., 1978; Ainsworth, 1985; Shaver & Cassidy, 1999).

In contrast, ambivalent children, making up 15% of American children, were
described by Ainsworth as being both anxious and angry with their parents. Ambivalent

children are preoccupied with the availability of their caregivers, which inhibits

10



normative exploration of the environment. While distressed at separation (as in the
secure group), ambivalent children are not comforted by the return of their caregiver but
remained distressed. The caregivers of ambivalent children are generally observed to be
inconsistent in their reponsivity to their child’s cues. They are at times unresponsive or
unavailable while at other times they are overly intrusive. These individuals worry about
the caregiver’s availability even when no threat exists resulting in the use of a
heightening/hyperactivation secondary strategy. Ambivalent children lack confidence
that their caregiver will be available if a threat occurs and do not feel comfortable
exploring the world, lacking confidence in their own ability to deal with the world
(Ainsworth et al., 1978; Ainsworth, 1985; Shaver & Cassidy, 1999).

Since Ainsworth’s classification of attachment styles, researchers have identified
a fourth pattern, labeled disorganized or fearful attachment (Shaver & Cassidy, 1999).
Children are labeled as disorganized if they lack a coherent strategy for dealing with
attachment related anxiety. This style is expressed as a mixture of avoidant and
ambivalent behaviors. Research suggests that this pattern arises when a child’s primary
caregiver is depressed, abusive, or otherwise impaired (Shaver & Cassidy, 1999). This
type of attachment is a relatively new and not fully understood category. It is likely that
these individuals do not use primary or secondary strategies but instead have a lack of
attachment strategies.
Formation of Internal Working Models

Bowlby (1969/82) proposed that for a child’s attachment behavior to shift in

response to the environment, he or she must have an “internal working model” of his own
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and others behavior. Internal working models are flexible models that are used to
understand and predict an individual’s interactions with his or her environment and to
construct intricate sequences of behaviors (Bowlby, 1980, 1988). Bowlby describes that
these models are based on a child’s past experience with the environment, specifically the
responsivity of the caregiver to his or her cues as well as the perceived availability of the
caregiver. Based on the responsivity of the parent to the child’s attachment behaviors and
the child’s current perceptions about the caregiver’s availability, the child creates mental
models of him or herself and relationships with others. These models guide the child’s
perception and expectation of others’ abilities to meet his or her needs, the child’s
perception of his or her own self-efficacy in getting needs met, and how the child
expresses attachment behaviors. Internal working models change as the child develops
new skills and self-reliance and must change in response to environmental feedback.
While not directly observable, internal working models can be inferred by
observing how a child organizes his or her attachment behaviors to balance exploration
with the need for comfort and safety (Weinfeld, Sroufe, & Egeland, 2000). Attachment
styles represent the observable behavioral manifestations of different internal models.
Secure children receive consistent responsive care, and thus form an internal working
model that others can reliably respond to their needs and that they are able to behave in a
manner that gets their needs met (Kobak & Sceery, 1988; Bretheron & Munholland,
1999). Consistent with this notion, secure attachment has been demonstrated to be
associated with feelings of self-efficacy, sensitivity to others' emotional cues, resistance

to stress, solid social skills, and good mental health (Ainsworth, 1985; Armsden & Lewis,
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1993; Collins & Feeney, 2000; Greenberg, 1999; Hazan & Shaver, 1994; Waters et al.,
2000).

Children of caregivers who are inconsistent in their care form internal
representations that their caregiver is not available even when no threat exists resulting in
hyperactivation strategies and increased internalizing and externalizing disorders. These
ambivalent children doubt their ability to have their needs met resulting in constant
distress and proximity seeking behavior even in the absence of threat (Allen, Moore,
Kuperminc, & Bell, 1998; Armsden & Greenberg, 1987; Shaver & Cassidy, 1999; Trinke
& Bartholomew, 1997). . They are believed to hold negative views of self and positive
views of others. Ambivalent attachment is associated with high rates of internalizing and
externalizing disorders as well as somatization, over-reliance on others, and peer
difficulties (Shaver & Cassidy, 1999).

Avoidant children tend to have caregivers that are unavailable and rejecting,
resulting in “compulsive self-reliance” (Shaver & Cassidy, 1999). These children tend to
form internal representations that others are rejecting and do not respond to their needs.
They hold positive views of self (believe in their own efficacy) and negative views of
others and use avoidant/deactivating strategies. Not surprisingly, avoidant attachment is
associated with externalizing disorders, eating disorders, substance abuse, and peer
difficulties. In addition, there is evidence that avoidant adolescents experience
internalizing symptoms but are likely to minimize their distress (Armsden & Lewis,

1993; Greenberger & McLaughlin, 1998; Allen & Land, 1999).
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Continuity in Internal Working Models

Bretherton and Munholland (1999) suggest that working models may remain
stable as they become increasingly complex. A great deal of research supports the
applicability of attachment theory to adolescent and adult relationships (including
parental, peer, and romantic relationships) (Hazan & Shaver, 1994). Bowlby also
described that “internal working models” and attachment security are rather stable across
development (Bowlby, 1969, 1980, 1988). However, dramatic changes in the availability
of a caregiver may influence a child’s models of him or herself and expectations of
others. Therefore, the security of attachment appears somewhat stable in the absence of
major change in the parental availability and responsivity (Hamilton, 2000; Waters,
Hamilton, & Weinfeld., 2000).

Very few studies have examined the role of major life events on attachment;
however, preliminary findings indicate that parental illness and/or death appears to be
related to insecurity of attachment or change from secure to insecure attachment
(Hamilton, 2000; Waters et al., 2000; Westmass & Silver, 2001). In a twenty-year
longitudinal study, Waters et al. (2000) found that 67% of secure infants became insecure
as adults if they experienced an attachment-related major life stressor such as parental
illness, loss, divorce, or abuse. In contrast, only 15% of secure infants became insecure
adults when faced with no major life stressor (Waters et al., 2000). Furthermore,
Hamilton et al. (2000) found that life stressors also served to maintain insecure
attachment style. However, there were exceptions to this pattern. Waters et al.(2000)

reported that one person changed from insecure as an infant to secure as an adult, despite
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a significant illness, due to increases in parental responsivity. In addition, Hamilton et al.
(2000) found that some individuals retained a secure attachment style despite having a
major life stressor. They speculated that perhaps attachment security functioned as a
protective factor. However, they further state that the life stressors experienced by the
secure group were qualitatively different and less stressful than those in the insecure
group, and tended to be isolated incidents (Waters et al., 2000).

In conclusion, Waters, Weinfeld, and Hamilton (2000) assert that attachment
security is generally stable and that change in security is related to change in the family
environment. They speculate that negative life events could affect attachment security
through changes in actual caregiver availability and responsivity, which alter working
models. Waters et al. also remark that negative events may also affect other family
members (such as the non-ill parent) and, thus interfere with caregiving. Finally, Waters,
Weinfeld, and Hamilton (2000) state that negative events may alter the child’s
expectations of caregivers. For example, Weinfeld, Sroufe, and Egeland (2000) stated: “if
a caregiver becomes chronically ill and the child infers that he or she is now less
available. Attachment representations might then change before (or without) actual
caregiving failures” (p.704). Overall, Waters et al.’s (2000)findings support Bowlby’s
ideas about “the openness to change of attachment representations” and “the importance
of real-world experiences in such change” (p. 688).

Attachment in Adolescence
Normative development in adolescent attachment. Adolescence is a

developmental period marked by profound change and increased independence from
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parents. During this time adolescents appear to desire distance and detachment from their
parents. However, this is not to say that parents are not important figures during
adolescence. Research supports that adolescents seek out attachment figures when
distressed, experience anxiety when their attachment figures are unavailable, and feel
comforted when with their attachment figure (Allen & Land, 1999; West & Sheldon,
1992). Adolescents’ conflicted and contradictory behaviors toward their parents
challenge the conception of attachment in adolescence and suggest that attachment
should to be viewed in the context of the developmental changes of adolescence.
Adolescence is a period in which the exploratory system appears to be highly
activated, as peer relationships, activities, interest in college, and independence increase
during this developmental stage. This autonomy-seeking behavior may be
conceptualized in the same way as infants’ exploration of novel environments. Positive
parent-adolescent relationships allow an adolescent to explore independent living, while
realizing that parents remain available if needed. Autonomy does not ideally develop in
isolation, but in the context of an attachment relationship (Allen & Land, 1999).
Adolescence is also a time of many stressors and adolescents are at heightened
risk for depression, suicide, drug and alcohol use (Kenny & Rice, 1995; Shaver &
Cassidy, 1999). While many researchers have “emphasized the importance of
individuation and psychological separation for late adolescent development, the
attachment model highlights the adaptive value of supportive and interdependent
relationships throughout the life span and especially during periods of stress.” (Kenny &

Rice, 1995; p 435). While not as easily observed, attachment behaviors serve a vital role
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in adolescent development, as in child development. In tandem with adolescents’
cognitive development, attachment behaviors change from overt proximity seeking to
more symbolic support (e.g. e-mail, letters, phone calls). Because of these changes, there
are increasing intervals during which parental accessibility is not necessary for
adolescents’ felt security, but confidence in their parents’ availability when needed is
essential. Thus, actual proximity may not be as important to adolescents and adults as
perceived availability or “felt security”. The threat of loss of a parent to cancer would
greatly diminish this “felt security.”

Thus, the adolescent’s perceptions of his or her caregiver’s availability and
responsivity as well as perceived threats to the attachment relationship may be more
important than actual availability, responsivity, or threat of loss (Kenny & Rice, 1995).
Overall, although it appears on the surface that adolescents desire separation from their
parents, the absence of a secure parental base makes it difficult for them to feel confident
in normal exploration and individuation (Armsden & Lewis, 1993; Christ et al., 1993).

Individual differences in adolescent attachment. Individual differences in
attachment in adolescence are presumed to parallel those in childhood. However,
adolescent attachment differences may be more related to symbolic support and
perceptions of availability rather than actual physical availability. Securely attached
adolescents have parents that are consistently and appropriately responsive to their
primary attachment needs. While perhaps not always physically close, the attachment
figures of secure adolescents are available both physically and emotionally in times of

need. As in childhood, they provide support and a secure base from which to explore.

17



Adolescents with a secure attachment feel secure in the availability of their attachment
figures and in their own self-efficacy (Kenny & Rice, 1995).

In contrast, ambivalent adolescents tend to use hyperactivating strategies that
result in being overly concerned with others’ availability and generally would not feel
comfortable becoming more independent. In a similar way, avoidant adolescents tend
use avoidance strategies. Thus, they become overly independent and do not use their
parents as a source of support. As with insecure children, insecure adolescents may not
engage in exploring new things with the same interest or enthusiasm as secure
adolescents as both of these attachment styles have been shown to be associated with
increased dependence on parents (Allen et al., 1998; Shaver & Cassidy, 1999).

In addition to these types of individual differences, there has been some evidence
suggesting gender differences in attachment security and/or the effects of security on
other areas (such as adjustment). While there are no reported gender differences in
attachment in children, some research suggests that college students report higher levels
of attachment to mothers than to fathers but this is not a well-supported finding at this
time (Haigler, Day, & Marshall, 1995). In addition, there have been a few studies
suggesting that there attachment differences based on the gender of the child, and gender
match of the parent and child (i.e., mothers-daughters versus mothers-sons) (Benson,
Harris, & Rodgers, 1992; Kenny & Donaldson, 1992; Schultheiss & Blustein, 1994).
These studies indicate that attachment constructs may be related to different aspects of
functioning for male versus female college students and/or that attachment to the same

sex parent may be particularly important for college students.
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Stress Responses and Coping in Children and Adolescents
Stress, Stress Responses, and Coping Models in Adolescence

There are many different models specifically proposed to explain coping in
children and adolescents. These models can be grouped by which dimensions of coping
they use. The most commonly used dimensions of coping are problem-focused versus
emotion-focused coping, primary control versus secondary control coping, and
engagement (approach) versus disengagement (avoidance) (Compas et al., 2001). These
dimensions are used to organize specific coping behaviors and coping goals. However,
many of these models rely on overly simplistic models of coping that do not capture the
multidimensionality of coping (Ayers, Sandler, West, & Roosa, 1996).

In an effort to more fully describe responses to stress, Connor-Smith, Compas,
Wadsworth, Thomsen, and Saltzman (2000) proposed a multidimensional model of
stress, stress responses, and coping. They argue that the wide range of stress responses
may be best conceptualized as falling along two dimensions: voluntary versus
involuntary and engagement versus disengagement. Voluntary responses are effortful,
intentional behaviors while involuntary responses are immediate and automatic responses
to stress (e.g. crying, physiological change). Voluntary responses are what are generally
defined as coping strategies and include efforts to deal with the stressor as well as active
efforts to distract one’s self from the stressor. Involuntary responses are automatic stress
responses, such as increased heart rate, crying, or shakiness. Connor-Smith et al.’s (2000)
inclusion of involuntary responses to stress is essential because involuntary responses

may facilitate or constrain a child’s ability to initiate voluntary coping responses. Thus,

19



this model is comprehensive in that it not only describes “coping” but also automatic
responses and the interaction between automatic and volitional responses. Therefore,
generally throughout this paper, the term “stress responses” is used, which includes both
coping and involuntary responses to stress. Occasionally, only coping was examined and
at those times, the term “coping” is used.

Both voluntary and involuntary responses are further discriminated along the
second dimension of engagement or disengagement. The engagement-disengagement
dimension refers to how a person orients to the stress. Engagement responses involve
orientation toward the stressor or the emotions stemming from the stressor (seeking
support, problem-solving). Disengagement responses involve orienting attention away
from the stressor or the emotions associated with the stressor. Stress responses can be
categorized by where they fall on both of these dimensions (Compas et al., 2001; Connor-
Smith et al., 2000). See Appendix B for more information.

Voluntary efforts that involve engagement can be broken down into those
involving primary control and those involving secondary control. Primary control coping
responses are an individual’s attempt to exert control over the environment or his or her
emotions. Secondary control responses involve efforts to adapt to the environment. This
model for understanding coping and stress responses makes sense theoretically, and was
supported by factor analysis (Compas et al., 2001; Connor-Smith et al., 2000; Weisz,
McCabe, & Dennig, 1994). The relationships between these coping dimensions and
psychological adjustment are well-supported. Engagement coping is associated with

lower internalizing and externalizing symptoms and higher competence, while
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disengagement is related to higher internalizing and externalizing symptoms and lower
competence (Compas et al., 2001; Langrock, Compas, Keller, & Merchant, 2000).
Stress Responses, Attachment, and Adjustment

Attachment theory and research is inextricably tied to stress and coping. It is
stress, such as fear, illness, hunger, or other distress, that prompts a child or adult to seek
out his or her attachment figure (Kobak, Cole, Ferenz-Gelles, & Fleming, 1993; Kobak &
Sceery, 1987). In infancy and in adulthood, primary and secondary attachment behaviors
are methods for dealing with stress (Main, 1990). Based upon interactions with
caregivers, individuals develop a characteristic way of coping with distress and
caregivers (Ainsworth, 1985). Therefore, it can be extended that the experience of stress
activates internal models of attachment, primary and secondary attachment strategies, and
elicits differential responses to stress according to a person’s style of attachment.

Kobak and Sceery (1988) proposed that “secure attachment would be organized
by rules that allow acknowledgement of distress and turning to others for support,
avoidant attachment by rules that restrict acknowledgement of distress and the associated
attachment attempts to seek comfort and support, and ambivalent attachment by rules that
direct attention toward distress and attachment figures in a hyper-vigilant manner that
inhibits the development of autonomy and self-confidence” (Kobak & Sceery, 1998).
This notion has received empirical support as securely attached individuals tend to use
certain types of coping such as seeking social support, using problem-focused coping,
and appraising situations in a non-threatening way, all of which are associated with good

mental health (Carver et al., 1993; Connor-Smith et al., 2000; Kobak & Sceery, 1988;
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Kobak Cole, Ferenz-Gillies, & Fleming,1993,Lichtman et al., 1984; Mikulincer &
Florian, 1995).

In contrast, insecurely attached individuals usually expect others to be
unresponsive to their needs and/or lack confidence in their ability to deal with distress
resulting in fewer coping strategies (Kobak, 1999; Mikulincer & Florian, 1995/96;
Simpson, Rholes, & Nelligan, 1992; West & Sheldon, 1992). Ambivalently attached
individuals tend to focus on their distress, use more emotion-focused coping, and
appraise events as being more stressful than securely attached individuals, which is
related to maladjustment, particularly to anxiety and depression. Avoidant individuals
tend to distance themselves from others and use avoidant coping strategies, also
associated with maladjustment, especially drug and alcohol abuse (Collins & Feeney,
2000; Kobak & Sceery, 1988; Mikulincer, 1990; Ognibene & Collins, 1998).

Given that autonomy and autonomy-related conflict is a hallmark of adolescence,
insecure adolescents may experience constant anxiety about their attachment
relationships. Due to the redefinition of the parent-child attachment relationship in
adolescence, threats to the attachment figure during this period may have devastating
effects on the secure base function and, thus, adolescent adjustment.

Summary

The physical and psychological consequences of a cancer diagnosis and treatment
can greatly impact the cancer patient’s ability to care for, or parent his or her children.
Consequently, children may be negatively affected by their parent’s diagnosis of cancer

and the toll it takes on a parent’s physical and psychological health (Evans, Keenan, &
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Shipton, 2007; Lewis, Ellison, & Woods, 1985; Nelson & Allen, 1994). Despite this
recognition that parental cancer creates significant stress on the patient as well as the
family, few researchers have empirically assessed the short and long-term effects of this
stressor, and almost none have examined mechanisms through which cancer affects the
child.

Research with children who have a parent with cancer has primarily focused on
two main areas: (a) The effects of parental cancer on child and adolescent adjustment and
(b) The relationship between coping strategies and mental health outcomes within a
group of children who have a parent with cancer. These issues have been adequately
addressed in the literature and the findings suggest that: (a) Parental cancer is indirectly
associated with both internalizing and externalizing disorders as well as social and school
problems in children and adolescents (see Armistead et al., 1995 and Worsham et al.,
1997 for a review), and (b) Disengagement coping strategies are related to poor mental
health outcomes, especially internalizing disorders in children and adolescents who have
a parent with cancer (Compas et al., 1996; Compas et al., 2001; Connor-Smith et al.,
2000; Steele et al., 1997). Some initial studies have attempted to identify aspects of
cancer and characteristics of the family or child that may impact adjustment and coping
(Steele et al., 1997). However, these are preliminary in nature and limited in scope.

While these main fields of research provide useful information, they are limited in
that: most rely only on one reporter (which may not fully capture family problems), they
generally lack comparison groups, and perhaps most importantly, they lack theoretical

basis and fail to identify mechanisms of influence (Armistead et al., 1995; Steele et al.,

23



1997). However, attachment theory can be used as a developmental model to integrate
these schools of thought into a developmental model that elucidates the ways in which
parental cancer affects adolescent coping and adjustment.

There are many similarities in the research findings in the areas of parental
cancer and attachment. For example, parental cancer is related to adolescent avoidant
coping, stress responses, depression, anxiety, externalizing disorders, school absenteeism,
and poor peer relationships (see Worsham et al., 1997 or Armistead et al., 1995 for a
review). Similarly, research on attachment indicates that attachment is associated with
coping and adjustment. Specifically, secure attachment is linked to active coping
strategies such as problem-solving or social support and is related to good mental health.
In contrast, insecure attachment relates to avoidant coping, stress responses, lack of
coping strategies and has been shown to be associated with depression, anxiety,
externalizing disorders, and poor peer relations (Armsden & Lewis, 1993; Collins &
Feeney, 2000; Hazan & Shaver, 1994; Mikulincer & Floiran, 1995; Shaver & Cassidy,
1999; Waters et al., 2000). Additionally, while limited, research indicates that
attachment security may decrease in relation to negative life events such as illness or
death of a parent and preliminary research suggests that the parent-child relationship may
be an important contributor to adjustment of adolescents who have an ill parent (Steele et
al., 1997). Thus, investigation of attachment and adolescent coping as mediators and
moderators can be used to understand how the physical and psychological effects of

cancer translate into anxiety and depression in children of cancer patients.
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Statement of Purpose

This study broadened current conceptions about the influence of parental cancer
on adolescents by combining several important areas of research to form a
comprehensive model. The well-established framework of attachment theory (which
emphasizes the importance of the parent-child relationship as the foundation for many
aspects of the child’s development) is used to organize recently gained knowledge about
the effects of parental cancer on children and adolescents’ coping styles and adjustment.
According to attachment theory, the development of a secure attachment bond with a
parent stems from the parent’s responsive and consistent care, including the provision of
physical comfort and emotional support, and serving as a secure base from which the
child can explore his or her environment (Bowlby, 1969, 1973, 1988). Parental
attachment bonds are associated with a child’s coping and adjustment, with secure bonds
leading to good coping and psychological adjustment, and insecure bonds leading to poor
coping and maladjustment (Kobak & Sceery, 1988). Parental inconsistency and
insecurity of the attachment bond can result from many different sources such as parental
mental illness, marital conflict, or absence of the parent (Greenberger & McLaughlin,
1998).

While these areas have received attention, the larger issue of parental medical
illness has been overlooked. However, many medically ill people, cancer patients in
particular, have one or more of these problems that lead to insecure parent-child
attachment. For example, the physical and psychological effects of a cancer diagnosis and

treatment on the patient, as well as the threat of death, may limit his or her ability to be
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responsive to his or her child’s attachment needs. Thus, it can be hypothesized that the
parent-child attachment bond is especially at risk in families that have a parent with
cancer.

Therefore, the principal goal of this study was to test a theoretical model
describing the relationships between parental cancer, security of adolescents’ attachment
to parents, adolescent coping strategies, and adolescent adjustment. Secondary
hypotheses for the project are outlined below and represent evaluation of the individual
components of the larger model. Many analyses were run: some comparing the target and
comparison group, some combining the two groups, and some within the cancer group
only.

Primary Hypothesis

The primary goal of the study was to test a mediational model whereby
attachment and coping mediate the effects of parental cancer on adolescent adjustment.
It was proposed that the effects of cancer on the patient (physically and psychologically)
influence the attachment system by disrupting proximity seeking, safe haven, and secure
base functions thereby negatively impacting security of attachment. Thus, it was expected
that parental cancer causes increased insecurity of attachment to parents as children are
unable to get their primary attachment needs met, and must resort to secondary
attachment strategies. This insecurity of attachment leads to involuntary stress responses
and voluntary disengagement as a general strategy of responding to stress. These stress
responses are not generally effective and lead to maladjustment. Thus, adolescents faced

with parental cancer will become more insecurely attached to their parents, and will
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therefore tend to use voluntary disengagement strategies and have involuntary stress
responses, resulting in internalizing and externalizing disorders. These relationships are
depicted in Figures 1-5.

Secondary Hypotheses

Between groups comparisons. Adolescents who have a parent with cancer were
hypothesized to have higher rates of avoidant, ambivalent, and fearful attachment styles,
and lower rates of secure attachment style than the comparison group. In addition,
adolescents who have a parent with cancer were expected to have higher scores on scales
measuring anxiety surrounding: proximity seeking, separation protest, feared loss,
availability of caregiver, and use of the attachment figure than the comparison group.

Given that adolescents with a parent with cancer were expected to have higher
insecure attachment, it was also expected that they would show lower levels of primary
and secondary control, higher disengagement, higher involuntary engagement and higher
involuntary disengagement which are related to maladjustment.

Furthermore, the cancer group was expected to have higher levels of self and
parent reported distress and lower overall adjustment (BASC) than the comparison group.
However, given the variability found in past research, it was anticipated that there would
moderating and/or mediating variables that may account for these differences.

Relationships among variables with groups combined. Several hypotheses were
made about how attachment, coping, and adjustment would be related regardless of
cancer status. These would allow for understanding of these concepts in a more general

manner. Thus, in terms of attachment, it was expected that anxiety about: proximity
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seeking, separation protest, feared loss, availability of caregiver, and use of the
attachment figure would be related to poorer coping skills and more stress responses. In
addition, individuals with a secure attachment style were hypothesized to use more
adaptive coping skills, less disengagement, and have fewer involuntary stress responses
than the insecure attachment styles. Furthermore, specific predictions were made as to the
coping profiles of the insecure styles of attachment .For example, ambivalent attachment
would be associated with low primary and secondary control (except for an expected high
score on emotional expression), low effortful disengagement, high involuntary
engagement, and low involuntary disengagement. Overall, it was expected that
ambivalent adolescents will use all volitional coping styles less often than other coping
styles. Avoidant attachment was anticipated to be particularly associated with higher
involuntary engagement and disengagement, and effortful disengagement, and lower
primary and secondary control. Fearful attachment was thought to be related to low
voluntary engagement, and high involuntary disengagement and engagement.

Stemming from these hypotheses about coping and what has been shown in the
literature, it was expected that securely attached individuals would report less distress and
better adjustment on both parent and self report measures. Specifically, secure style was
expected to be positively related to self-reported overall personal adjustment (SR-PAdJj),
and negatively related to: self-reported emotional symptoms (SR-ESI), self-reported
clinical maladjustment (SR-CMal), self-reported school maladjustment (SR-SMal), and
self-reported social stress/anxiety/depression triad (SR-SAD), as well as parent-reported

internalizing symptoms(PR-Int) and parent-reported externalizing symptoms (PR-Ext).
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Ambivalent style was expected to be positively related to SR-ESI, SR-CMal, SR-SAD,
PR-Int, and negatively related to SR-PAdj. Avoidant style was expected to be related to
PR-Ext. Fearful was proposed to be positively related to SR-ESI, SR-CMal, SR-SMal,
SR-SAD, PR-Int, PR-Ext, and negatively related to SR-PAd;.

In terms of the relationship between coping and adjustment, several hypotheses
were made. Primary control and secondary control were expected to be positively
associated with SR-PAdj and negatively associated with: SR-ESI, SR-CMal, SR-SMal,
SR-SAD, PR-Int, and PR-Ext. Effortful disengagement would be positively associated
with all of these symptom scales, especially parental report. Involuntary engagement
would be associated with lower SR-PAdj and higher SR-ESI, SR-SAD, and SR-CMal.
Possible effects of gender were examined in the analyses.

Within cancer group comparisons. To identify important variables for adolescents
dealing with a parent with cancer, several hypotheses were tested within the cancer group
only. For example, attachment style, coping, and adjustment were examined by cancer
stage and perceived severity of illness. It was expected that perceived severity of illness
would be more influential than stage. Additional cancer-related variables were examined
with regard to attachment, coping, and adjustment. Some of these variables included:
how much information was given to teens, the number of cancer-related stressors that
teens reported, parental mental health, and teens’ physical health. Lastly, in addition to
being a mediating variable, attachment security may function as a moderator affecting
how parental cancer impacts adjustment. Therefore, potential moderating effects of

attachment security on adjustment to illness were examined.
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CHAPTER 11

RESEARCH DESIGN AND METHODS

Participants and Recruitment
Participant Information
This project was a cross-sectional study using pencil and paper
questionnaires. Completed information was gathered from 44 cancer patients and 43 of
their adolescent children (constituting the target group) as well as a matched comparison
group (37 teens and 37 parents). One additional target child received the measures but
failed to complete them.

As anticipated, there were many similarities between the target and comparison
groups. With regard to the parent groups, the two groups were similar on parent ethnicity
with the majority of the sample being Caucasian (86-87%). Parents were also comparable
in terms of marital status with 79.5 % of the target group being married and 91.5% of the
comparison group being married (p=.41). The groups were similar in gender with 29 of
the comparison and 35 of the target parents being female, and 7 of the comparison and 9
of the target parents being male. There was, however, a significant age difference
between the groups (F=8.19, p<.05). The mean age of the target group was 46.2 years
with a range from 30.0 years to 54.3 years (SD=5.6) whereas the mean for the
comparison group was 42.5 years with a range from 32.3 years to 60.6 years (SD=5.9).

There was also a trend toward comparison parents having higher incomes than parents

30



with cancer (p=.12). Family income for the comparison group had a mean in the range of
$60-75,000 while the target group tended to average in the $45-60,000 range. See Table 1
for overall sample characteristics.

In addition to general information, the target parents also provided cancer specific
information. In this sample, the average time since diagnosis for the cancer group was 6.9
months (SD=4.6) with a range from 1 to 15 months. Not surprisingly, the majority of the
sample was diagnosed with breast cancer (59%), followed by lung cancer (4.5%),
colorectal cancer (2.3%), and prostate cancer (2.3%). An additional 32% reported have
another type of cancer than was indicated on the questionnaire. The group was diverse in
terms of stage of cancer with 38% of the sample having a Stage 1 diagnosis, 33% of the
sample a Stage 2 diagnosis, 4.4% Stage 3 diagnosis, and 7% a Stage 4 diagnosis. In
addition, another 18% of the sample reported not knowing their cancer stage at diagnosis.
Lastly, of this sample, 3 of the 44 cancer parents had previously been diagnosed with
cancer.

The adolescent groups were also similar demographically. The mean age for the
comparison group was 15.3 years (sd=1.7) with a range from 12.5 to 18 years. The mean
age for the target group was 15.6 years (sd=1.6) with a range from 12 to 18 years. They
were also similar in terms of gender with the comparison group having 15 boys and 21
girls and the target group having 21 boys and 23 girls. There were also no group
differences in adolescents’ ethnicity (78-81% Caucasian), GPA (3.53-3.54), or kid’s
reported health status (majority reporting excellent or very good). See Table 2 for

adolescent demographics.
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Recruitment Procedures

Recruitment for this study faced many challenges and spanned over two years.
Participants were to be recruited for the target group (parents with cancer). The
comparison group was to be obtained by referral from the target group. There were issues
in recruitment for both the target group as well as the comparison group, and
modifications were required during the study.

Originally, target participants were to be recruited from the cancer registries of
two large academic medical hospitals: the Comprehensive Cancer Center at Wake Forest
University (CCCWFU) and the Lineberger Comprehensive Cancer Center at the
University of North Carolina at Chapel Hill. However, there were several problems with
this plan. First, we were unable to gain IRB approval from the Linebeger CCC as they
required us to employ one of their staff psychologists as a consultant, which we were
unable to do. In addition, it was quickly recognized that there is often a delay of six
months to one year from when someone is diagnosed with cancer and when they are
added to the registry. Thus, by the time they were added to the registry, many patients
had already passed one year post diagnosis. Lastly, an unexpected problem arose within
our parent population. Many parents with cancer did not tell their teenage children. Given
that the teens were between 12 and 18, this was not predicted to be a frequent occurrence.
However, over time it became clear that the numbers of parents who did not talk with
their teens about their diagnosis were quite large. In the current study, there were 18 such
cases where individuals contacted about the study explicitly stated that they had not

informed their adolescent of their diagnosis. In addition, most of the recruitment for this
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study was done via flyers and it can be hypothesized that many individuals who had not
disclosed their cancer diagnosis simply did not pick up a flyer. As knowledge of
parental cancer was required for participation, these teens were ineligible to participate in
the study.

Several steps were taken to remedy these issues. First, several additional cancer
centers were added to the recruitment sites. These included: the Duke Brain Tumor
Center, Rex Healthcare, and Moses Cone Hospital. In addition, some participants were
recruited through cancer support networks, such as the American Cancer Society.
Secondly, recruitment strategies were broadened to include fliers, physician referral, and
advertisements. This allowed us to reach patients that were more recently diagnosed with
cancer. These were all relatively successful, especially the fliers. In terms of parents not
informing their teens about their diagnosis, we were unable to remedy that situation
without altering the study.

Participants for the comparison group were to be identified by nomination from
families in the target group. Target adolescents were asked to refer two same sex friends
and their parent (matched by sex to the target parent) to participate. The families that
they referred were to be unaffected by illness in the parent or child. This type of
nomination generally results in relatively matched groups as friends tend to be similar on
many dimensions. Participants were then screened by phone for inclusion or exclusion in
the study based on the eligibility criteria provided below. While generally successful,
there were some limitations to this recruitment strategy as well. The most common

difficulty was that many target families had not discussed their cancer diagnosis and
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treatment with individuals outside of their immediate family. Thus, they were not

comfortable referring anyone to the study. However, there were sufficient referrals to

allow for a reasonable sized comparison group.

Participant Eligibility

Inclusion and exclusion criteria were designed to ensure that the variables of

interest can be studied while at the same time reducing the introduction of extraneous

variables and error into the study.

Eligibility Criteria for Target Families (those in which the parent has cancer):

1.

At least one parent in the family was diagnosed with cancer of any stage
within 12 months of recruitment.

Parent participants were included if they were currently in treatment at the

time of the study or had completed treatment within 6 months of recruitment,

but were diagnosed with cancer in the past year.

The parent with a diagnosis of cancer has an adolescent child between the

ages of 12-18. If a family had two children between the ages of 12 and 18, the

child closest to age 15.0 years was selected.
Recruitment targeted adolescents living with the ill parent.
The adolescent had to be aware that the parent has cancer and is in need of

treatment.
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Exclusion Criteria for Target Families:
1. Either parent had a history of serious physical illness other than cancer such as
Multiple Sclerosis, Diabetes, or Heart Disease.
2. The child or one of his/her siblings had a history of serious physical illness.
3. Parents and/or child were unable to speak English or read at a 5t grade level.
4. The child was adopted after age 6 months.
Eligibility Criteria for Comparison Families (generally referred by the target family):
1. The parent has an adolescent child between the ages of 12-18.
2. The adolescent is the same sex as the target child.
3. The participating parent is the same sex as the target parent. Again,
recruitment targeted families who are similar to the target family.
Exclusion Criteria for Comparison Families:
1. Parents or child had a history of serious physical illness.
2. Parents and/or child were unable to speak English or read at a 5t grade level.

3. The child was adopted after age 6 months.

Data Collection Procedures
General Procedures
Regardless of the recruitment source, all participants were given general information
about the project demands as well as the potential risks and benefits. Interested
individuals were then screened for eligibility over the phone. If eligible, they were then

asked to participate in the study and were mailed a packet of information including all
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consents/assents and assessment measures. Instructions were given for adolescents and
parents to complete the measures independently. In addition, they were provided with
separate return envelopes in an effort to reduce social desirability. After completing the
measures, they then returned them by mail using pre-stamped envelopes that were
provided. Teens and parents received separate envelopes to reduce social desirability.
Participants returning the measures were given $75.00 per family for their participation.

This study was funded by the National Cancer Institute.

Assessment Measures

Target Parents (Cancer Patients):

1. Health and Background Questionnaires- (copies of all measures are in Appendix D).
a. Demographic Information includes: name, gender, marital status, telephone
number, date of birth, social security number, racial/ethnic group, occupation,
education, family income, and name, address, and telephone number of relative or
friend not living with the family.

b. Family Characteristics includes: the number of people living in the home,
names and ages of children living in the home, major changes in family structure
(such as divorce), and identification of primary caregiver.

c. Personal Medical History includes: history of serious illnesses, number of
hospitalizations lasting one week or more, number of major surgeries, a checklist

of health behaviors, and overall rating of current and past health, date of
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diagnosis, cancer stage, prognosis, site, and treatment history, length, and
information about the onset of illness.
d. Psychosocial Adjustment to Illlness: Cancer patients’ psychosocial adjustment

to their illness was evaluated using the Psychosocial Adjustment to Illness Scale-

Self Report (PAIS-SR) (Derogatis & Lopez, 1983). A cancer patient’s adjustment
to illness has a great impact on his or her physical health, psychological well-
being, and influences all members of the family. Better adjustment of a patient is
associated with good mental health outcomes in his or her spouse and children
(Rose, West, Brewis, & Hillson, 1997). The PAIS-SR is a frequently used self-
report measure that assesses seven areas of psychosocial functioning in medical
patients and provides a total adjustment score. The PAIS-SR provides
information about overall adjustment, relative assets and liabilities, and aspects of
adjustment that are unique to the individual. This scale has been used in over 80
studies and demonstrates high reliability, solid factor structure, and high test-
retest reliability (Hoskins & Budin, 2000). In addition, longitudinal research
supports the predictive validity of the PAIS-SR in cancer patients (Kreitler et al.,
1997).

2. Mental Health Questionnaires- Parent report of adolescent mental health and of their

own mental health.

a. Behavioral Assessment for Children (BASC) (Reynolds & Kamphaus, 1992).

(Appendix D). Most research studies investigating the adjustment of children and

adolescents who have a parent with cancer fail to assess the range of emotional
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and behavioral problems these children face (Steele et al., 1997; Worsham et al.,
1997). Rather than focusing solely on internalizing disorders, such as depression,
or externalizing behavioral problems, the current project more fully assessed
adjustment using the BASC. The BASC is a widely used set of measures
evaluating the behaviors, thoughts, and emotions of children and adolescents
(Reynolds & Kamphaus, 1992). This instrument provides information on
internalizing and externalizing problems as well as adaptive skills. There are
several versions of the measure that are intended to be completed by different
reporters including a self-report, parent-report, and teacher-report. Each of these
versions of the BASC has separate forms for different age groups. The BASC has
been used in a variety of populations and demonstrates solid reliability and
validity as a measure of child and adolescent adjustment (Reynolds & Kamphaus,
1992). The parent completed the age-appropriate parent-report form of the BASC
about his or her child’s behavior. Scores were derived from this measure
including parent-reported internalizing problems (PR-Int) and parent-reported
externalizing problems (PR-Ext).

b. Brief Symptom Inventory (BSI) (Derogatis & Spencer, 1982).(Appendix D).

The mental health of a parent greatly affects his or her parenting abilities, the
quality of the parent-child relationship, the parent’s availability to the child, and
the ability of the parent to meet the child’s needs (Lewis et al., 1985). Mental
health and depression, in particular, has been linked to insecurity of attachment

(Armsden & Lewis, 1993; Hamilton, 2000; Shaver & Cassidy, 1999). The BSI is
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a commonly used instrument providing an overview of mental health in nine main
categories. The BSI is a shortened version of the Symptom Checklist-90, a well-
recognized measure of mental health (Derogatis & Spencer, 1982). The
reliability, validity, and utility of the BSI have been shown in over 400 studies
(Hoskins & Budin, 2000). In addition, norms are available for several groups
(non-patient, inpatient, outpatient, and adolescents). The parent completed this
measure about his or her own mental health.

3. Parent Report of Adolescent Coping

a. Responses to Stress Questionnaire (RSQ) (Connor-Smith et al., 2000). The

RSQ is a theoretically-based and psychometrically sound measure of coping in
adolescence (Compas et al., 2001; Connor-Smith et al., 2000). The RSQ is based
on a model of coping that distinguishes voluntary from involuntary responses as
well as responses requiring engagement versus disengagement. Voluntary efforts
can be further broken down into primary (aimed at altering the situation) and
secondary (aimed at adapting to the situation). Primary voluntary engagement
involves problem-solving, emotional regulation, and regulated emotional
expression. Secondary voluntary engagement includes acceptance, cognitive
restructuring, positive thinking, and distraction. Voluntary efforts that involve
disengagement are denial, avoidance, and wishful thinking. Involuntary responses
to stress that are high on engagement include rumination, intrusive thoughts,
emotional arousal, physiological arousal, and impulsive action. Involuntary

disengagement responses are emotional numbing, cognitive interference, escape,
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and inaction. Refer to Appendix B for examples of each type of stress response.
This measure was designed to include a broad range of coping strategies that
better address adolescent coping. Often, emotional efforts have been framed in a
negative way, underestimating their function as an adaptive coping strategy. On
some items, adolescents are asked to provide examples of the coping strategy that
they used (to whom they talked rather than social support overall) to reduce social
desirability. The RSQ asks adolescents to report on a particular stressor as coping
is expected to vary with the nature of the stress. The RSQ has been used with
stressors such as social stress, parental depression, economic strain, family
conflict, and pain (see Compas et al., 2001 for a review). The RSQ has an
adolescent version and a parent version to allow for collateral report. There are 2
sections of the RSQ. In section one, an individual indicates which of the provided
stressors that his or her adolescent has experienced and rates on a Likert scale,
how distressing these stressors are. Section two includes 57 items, representing a
range of voluntary and involuntary responses to stress. The respondents rate each
item on a scale from 1 to 4. In addition, there are initial questions that ask the
respondent to report on recent stress in the problem domain, the degree of
stressfulness of the events, and their perceived control of the stressors.

The RSQ demonstrates good test-retest reliability, solid internal
consistency, solid factor structure, and convergent validity with other coping
measures (Compas et al., 2001; Connor-Smith et al., 2000). The RSQ is also

related to expected constructs such as psychological adjustment and physiological
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arousal (Compas et al., 2001; Connor-Smith et al., 2000; Thomsen, Compas,
Colletti, & Stanger, 2000; Wadworth & Compas, 2000; Weisz, McCabe, &
Dennig, 1994). As the measure is situation specific, parents completed this
measure about their adolescent child’s coping with parental cancer. The RSQ
responses to stress can be analyzed using raw scores, proportional scores, or ratio
scores. Typically, researchers studying coping use proportional or ratio scores
rather than raw scores to help to control for the correlation between higher
reported coping and higher levels of stress. Thus, one is able to get an assessment
of an individual’s most frequently used coping and stress responses separate from
his or her current stress level. Proportional scores provide a measure of how often
a person has a particular stress reaction/coping strategy in comparison to his or
her other reactions/coping strategies. It is calculated by dividing the score for one
of the five stress responses by the sum of all stress responses. In this study,
proportional scores were typically used in the analyses. Occasionally, ratio scores
were used as is indicated in the text. In contrast to proportional scores, ratio scores
provide a measure of only active coping (not involuntary stress responses) and are
calculated by dividing one’s score on one of the three volitional coping scales by
the sum of all of their effortful coping strategies.

Comparison Parents

1. Health and Background Questionnaires
a. Demographic Information includes: name, marital status, telephone number,

date of birth, social security number, racial/ethnic group, occupation, education,
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family income, and name, address, and telephone number of relative or friend not
living with the family.
b. Family Characteristics includes: the number of people living in the home,
names and ages of children living in the home, major changes in family structure
(such as divorce), and identification of primary caregiver.
c. Personal Medical History includes: history of serious illnesses, number of
hospitalizations lasting one week or more, number of major surgeries, a checklist
of health behaviors, and overall rating of current and past health.

2. Mental Health Questionnaires

a. Behavioral Assessment for Children (BASC) The parent completed the age-

appropriate parent-report form of the BASC about his or her child’s behavior (see
target parent for a description of this measure)

b. Brief Symptom Inventory (BSI) The parent completed this measure about his

or her own mental health (see rarget parent for additional information).
3. Adolescent Coping

a. Responses to Stress Questionnaire (RSQ) Parents completed this measure

about their adolescent child’s coping with social stress. The social stress version
of this measure has been previously used in the literature and includes problems
related to making friends, conflict with other teenagers, interpersonal

relationships, and loneliness (Connor-Smith et al., 2000).
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Target Adolescent Measures (adolescents with parent with cancer)

1. Health and Background Questionnaires
a. Demographic Information includes: their name, telephone number, date of
birth, social security number, racial/ethnic group, education, and name, address,
and telephone number of relative or friend not living with the family.
b. Family Characteristics includes: the number of people living in the home,
names and ages of children living in the home, major changes in family structure
(such as divorce), and identification of primary caregiver.
c. Parent’s Medical History includes adolescent report of parental history of:
serious illnesses, number of hospitalizations lasting one week or more, number of
major surgeries, a checklist of health behaviors, and overall rating of current and
past health. The adolescent reported on the parent’s date of diagnosis, cancer
stage, prognosis, site, and treatment history, length, and information about the
onset of illness. In addition, they rated their perceptions of the severity of their
parent’s illness. Most of these items used a likert-scale format.

2. Adolescent Mental Health Questionnaires

a. Behavioral Assessment for Children (BASC) (Reynolds & Kamphaus, 1992).

(Appendix D). See “Parent Measures” for a detailed description of this measure.
The adolescent completed the self-report version of this measure about his or her
own mental health. In contrast to other assessments, the BASC provides a
measure of overall personal adjustment (SR-PAdj), which includes variables

assessing overall competence such as: self-esteem, self-reliance, and interpersonal
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relationships. It is often conceptualized to be a good indicator of coping, support,
and resilience. There are also scales assessing more problematic symptoms such
as: the emotional symptoms scale (which generally signals serious emotional
problems), the clinical maladjustment scale (generally thought of as internalizing
problems), school maladjustment (adaptation to school), and social
stress/anxiety/depression triad (generally indicating severe, acute distress). This
provides more information than assessment measures that assess only
internalizing and externalizing disorders.

3. Adolescent Attachment Security and Behaviors

a. Relationship Questionnaire (RQ) Ainsworth’s original observations of

attachment behaviors in children led her to create a classification system for
patterns of attachment. Attachment styles are often used to discuss infant and
adult attachment. Three attachment styles, secure, avoidant, and ambivalent,
comprised the first set of attachment categories (Ainsworth, 1985). Since then,
based on theory and supported by empirical research, a fourth pattern was added,
labeled fearful. The four-category RQ was designed after the widely-used three-
category attachment measure by Hazan and Shaver (1994). The RQ is a very brief
measure consisting of a multi-sentence description of each of the four attachment
styles. Respondents are asked to choose which description best characterizes
them. The RQ is widely used and demonstrates solid reliability and correlations
with more intensive measures of attachment style (Shaver & Cassidy, 1999). The

RQ has also been shown to relate to parental responsivity, loss or trauma, coping,
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adjustment, and marital satisfaction (Shaver & Cassidy, 1999). Adolescents were
asked to pick which description best characterizes them at this time. In addition,
adolescents then read the same descriptions (but in past tense) and picked which
best describes how they were one year ago. This allowed for some comparison
(although biased) of present and past attachment style.

b. Reciprocal Attachment Questionnaire (RAQ) (West & Sheldon, 1992). The

RAQ is an attachment measure that provides somewhat different information
about attachment than the RQ. While the RQ measures attachment style, the
RAQ operationalizes the component of the attachment system in adolescents and
adults; proximity seeking, separation protest, feared loss, availability, and the use
of the attachment figure. These components allowed an examination of the
effects of parental variables (such as cancer) on each attachment need
individually. Participants were asked to complete the measure based on their
relationship with their parent that has cancer. There are three items for each scale
with each item scored on a 5-point likert-scale, providing a continuous measure
for each area (West & Sheldon, 1992). Higher scores on these items reflect
greater anxiety about these attachment needs. For example, a higher score on use
of the attachment figure means that the individual has more anxiety about using
his or her attachment figure. The RAQ has been demonstrated to have solid factor
structure, reliability, and relates to other established measures of attachment
(Shaver & Cassidy, 1999; West & Sheldon, 1992). The RAQ has also been used

in medically ill populations (Rose, West, Brewis, & Hillson, 1997).
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4. Coping

a. Responses to Stress Questionnaire (RSQ) (Connor-Smith et al., 2000). See

“Parent Measures” for more detail on this measure. As the RSQ is situation-
specific, target adolescents completed the RSQ, with regard to their coping with
their parent’s illness. They also completed a version oriented toward social stress
to allow for contrast with the comparison group. Interpersonal or “peer stress” has
been demonstrated to be more predictive of adolescent behavior problems than
other types of stress (e.g. school stress) and is viewed to be of extreme importance
in adolescence (Compas et al., 2001; Malcarne & Fondacaro, 1988). Both
versions of the measure included a section for identifying number and degree of
stressors as well as a section for rating one’s stress responses. See Appendix B for

examples.

Comparison Adolescent

1. Health and Background Questionnaires
a. Demographic Information includes: name, telephone number, date of birth,
social security number, racial/ethnic group, education, and name, address, and
telephone number of relative or friend not living with the family.
b. Family Characteristics includes: the number of people living in the home,
names and ages of children living in the home, major changes in family structure

(such as divorce), and identification of primary caregiver.
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c. Personal Medical History includes adolescent report of parental history of:
serious illnesses, number of hospitalizations lasting one week or more, number of
major surgeries, a checklist of health behaviors, and overall rating of current and
past health.

2. Mental Health Questionnaires

a. Behavioral Assessment for Children (BASC) The adolescent completed this

measure about his or her own mental health (see “target adolescents” for a
description).
3. Adolescent Attachment Security and Behaviors

c. Relationship Questionnaire (RQ) The RQ is a very brief measure consisting of

a multi-sentence description of each of the four attachment styles. Respondents
were asked to choose which description best characterizes them at this time. In
addition, adolescents then read the same descriptions (but in past tense) and
picked which best describes how they were one year ago. See above for more
detail.

b. Reciprocal Attachment Questionnaire (RAQ) Participants were asked to

complete the measure based on their relationship with the parent that is
participating in the study. Participants answered 15-items based on their
relationship with the identified attachment figure. There are three items for each
scale with each item scored on a 5-point likert-scale, providing a continuous

measure for each area.
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4. Coping

a. Responses to Stress Questionnaire (RSQ) (see above for detail) Comparison

adolescents completed the measure based on how they cope with social stress.
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CHAPTER III

RESULTS

There were several objectives to this study centering around the validation of an
explanatory model of the effects of parental cancer on adolescent adjustment. The
primary aim was to compare the security of attachment to parents among adolescent
children of cancer patients to the attachments of adolescents with no history of parental
cancer. This included testing mediated and moderated models of the effects of parental
cancer on adolescent adjustment, using attachment and coping as mediators or
moderators. SEM was to be used for this analysis and it was estimated that groups of 100
dyads would be required to have adequate power for SEM. This number was not able to
be obtained. Thus, mediation and moderation were tested using alternative approaches.

The secondary objectives of this study included: investigation of the relationship
between attachment security and coping style, as well as measurement of the association
between coping strategies and psychological adjustment. These variables were examined
within the cancer group alone, as well as with both groups combined.. In addition, many
other variables were investigated to help identify covariates.

Given the sample size and bounded outcome measures, classical Neyman-Pearson
accept/reject hypothesis testing was used. In many analyses, relevant variables such as

gender were included as covariates to reduce error if it is deemed appropriate (not to
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control for the mean). For each aim and analysis, appropriate contrasts were done that are
consistent with the hypotheses. In addition, in models where attachment style was
included as a categorical variable, all fours styles were considered within the model. A
summary table of results is located in Appendix C.
Descriptive Statistics

Data were analyzed using the SPSS software program (version 15.0) for
Windows. Prior to analyses, data were checked for normality, skewness, and kurtosis to
assure that the assumption of normality was met. Results indicated that the assumption of
normality was met for almost all measures (skewness values ranged from -.08 to 1.2;
kurtosis values ranged from -.58 to 1.1). The exceptions to this were self-reported
personal adjustment on the BASC with a skewness of -2.1 and kurtosis of 6.3 and BSI
with a kurtosis of 4.4. Thus, these 2 scales were converted to z-scale and z-scores were
used in the analyses. A check of the residuals scatterplot for each measure showed no
violations of the assumptions for regression analyses. Given that many of the scales and
measures were anticipated to be correlated, most analyses were run as MANOV As or
MANCOV As. Further, reliability estimates were obtained for the continuous measures,
with overall good levels of internal consistency (range from .77 to .96). See Table 3
for further information.
Between Group Comparisons

Attachment. Adolescents who have a parent with cancer were hypothesized to
have higher rates of avoidant, ambivalent, and fearful attachment styles, and lower rates

of secure attachment style than the comparison group (as measured on the RQ).
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Differences in attachment style between the target and comparison groups were examined
using a Pearson chi-square test. The relation between these variables was significant, X2
(3, N=81)=8.17, p<.05. Teens that have a parent with cancer were less likely to be
securely attached and more likely to have avoidant, ambivalent, and fearful attachment
styles than the comparison group. However, the two groups were not different on past
attachment security scores. Cell percentages are depicted in Figure 6.

Furthermore, adolescents who have a parent with cancer were expected to have
higher anxiety about proximity seeking, separation protest, feared loss, availability, and
use of the attachment figure than the comparison group (as measured on the RAQ). We
simultaneously tested the association of group (cancer or comparison) and RAQ scale
scores using MANOVA, with the omnibus F-test being non-significant (F=.82, p=.54).
Follow-up one-way ANOV As were conducted to investigate the effects of group on
specific attachment behaviors. Only feared loss and anxiety over use of the attachment
figure were significant, F(1,81)=3.07, p<.05 and F(1,81)=2.87, p<.05, respectively.
Teens in the cancer group reported higher feared loss of attachment figure (M=5.40,
SD=2.48) than comparison teens (M=4.50, SD=2.05). The cancer group also reported
higher anxiety about using their attachment figure (M=7.35, SD=2.43) than the
comparison group (M=6.45, SD=2.33).

Coping and responses to stress. Given that adolescents with a parent with cancer
were expected to have higher insecure attachment, it was also expected that they would
show different levels of self-reported coping strategies and stress responses on the RSQ.

Both groups completed the social stress version of the RSQ allowing for comparison of

51



their coping and stress responses. (Cancer teens also completed a cancer specific version
which was used in the within group analyses). In general in these analyses, as with most
research, proportional scores were used because higher rates of coping/stress responses
are typically reported by adolescents facing more stress (Connor-Smith et. al., 2000). We
are more interested in how often each strategy is used in comparison to the others than in
simple rates of use. For instance, it is more significant if one teenager most frequently
uses active disengagement while another uses primary control most often rather than the
overall levels of these strategies for the two teenagers.

It was anticipated that the cancer group would show lower proportional rates of
Primary and Secondary Control, and higher proportional active Disengagement,
Involuntary Engagement and Involuntary Disengagement. MANCOVA was used to test
this hypothesis with group predicting proportional responses to stress with gender as a
covariate.

Overall, the MANCOVA indicated that there was a significant difference between
the cancer and comparison groups on responses to social stress (F(4,74)=2.78, p<.05).
However, follow-up univariate tests were not significant, suggesting an overall effect
rather than a more specific relationship. An additional MANCOVA was conducted
looking at ratio coping scores rather than proportional scores by cancer group with
gender as a covariate. While proportional scores represent the ratio of one stress response
to all of the five stress responses (both voluntary and involuntary), ratio scores pertain
only to the three types of voluntary coping (Primary control, Secondary control, and

Effortful Disengagement). Ratio scores provide a measure of the relative amount of one
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type of voluntary coping strategy to the three total types of coping strategies. Thus, ratio
coping scores can provide a gauge for an individual’s volitional attempts to cope with a
problem regardless of their involuntary stress reactions. This MANCOV A was significant
(F(2,76)=4.41, p<.05. Univariate tests revealed that teens in the comparison group more
often used Primary Control Engagement Coping (M=.38, SD=.11) than in the cancer
group (M=.31, SD=.13), p<.05. However, teens in the comparison group were
significantly less likely to use Secondary Control Engagement coping (M=.41, SD=.09)
than teens in the cancer group (M=.47, SD=.11), p<.05. See Table 4.

Adjustment. The cancer group was expected to have higher levels of self and parent
reported distress and lower overall adjustment (BASC) than the comparison group.
Separate analyses were run for self-reported BASC and parent-reported BASC. There
were moderate correlations between the parent and self reported BASC as presented in
Table 5. However, the subscales that are provided for the two versions differ, thus
limiting the ability to compare the measures.

In terms of self-report, A MANCOVA (with gender as a covariate) was conducted
to examine group effects on self-reported overall personal adjustment (SR-PAdj), self-
reported emotional symptoms (SR-ESI), self-reported clinical maladjustment (SR-CMal),
self-reported school maladjustment (SR-SMal), and self-reported social
stress/anxiety/depression triad (SR-SAD) was conducted. This test was not significant
suggesting that there was no direct effect of cancer group on adjustment or emotional

symptoms (F= .26, p=.62).
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An additional two-factor (group x attachment style) MANCOVA was conducted
(with gender as a covariate) to examine group and attachment style differences, and any
interactions between group and attachment style on distress and adjustment. In this
analysis, the categorical variable of attachment style was added first in a MANCOVA
using type 1 sums-of-squares to allow us to “control” for the effects of this non-
continuous measure. There was a relationship between cancer status and SR-ESI after
controlling for attachment style (F=5.15, p<.05). In this case, the cancer group reported
fewer emotional symptoms (SR-ESI) (M=1.80, SD= 3.32) than the comparison group
(M=2.21, SD =3.79). The comparison group reported higher levels of symptoms for all
attachment styles except fearful, where the levels of symptoms were equivalent.
Compared to age-related norms, the comparison group reported slightly above average
levels of symptoms while the cancer group reported slightly below average numbers of
symptoms. The interaction term was not significant (F=1.62, p=.19). Furthermore, the
target and comparison groups did not differ on overall personal adjustment (SR-PAdJj),
even after attachment was controlled (F=.23, p-.61).

Similar analyses were conducted using parent-reported internalizing
symptoms(PR-Int) and parent-reported externalizing symptoms (PR-Ext). A
MANCOVA (with parent and child genders as covariates) was used to examine group
differences on PR-Int and PR-Ext. The overall omnibus F was not significant (F= 2.1,
p=.14) and follow-up univariate testing was also non-significant. An additional two-
factor (group x attachment style) MANCOV A was conducted (with parent and child

genders as covariates) to examine group and attachment style differences and any
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interactions between group and attachment style on PR-Int and PR-Ext. The overall
omnibus for group was significant after controlling for attachment style (F=3.7, p<.05).
Follow-up univariate testing revealed no significant difference for parent reported
internalizing symptoms (F= .76, P=.39), but there was a difference for parent reported
externalizing symptoms (F=4.37, P<.05) where parents in the target group reported fewer
externalizing symptoms (M=-.20, SD=2.7) than those in the comparison group (M=.29,
SD=2.95). The interaction term was not-significant (F=1.8, P=.10).

Testing of attachment as a moderating variable. In addition to being a mediating
variable, attachment security may function as a moderator affecting how parental cancer
impacts adjustment. To test this hypothesis, separate GLM univariate analyses were run
with cancer group, attachment style, and the group x attachment style interaction
predicting SR-ESI, SR-CMal, SR-PAdj, SR-SAD. In order to be a moderator, the group x
attachment style interaction needed to be significant. This was only true for the model
predicting SR-SAD (F (3,73)= 2.8, p<.05). In this case, there was an interaction between
cancer group and attachment style in the prediction of SR-SAD symptoms. This effect
was primarily driven by differences between avoidant teens with and without a parent
with cancer. Avoidantly attached teens in the comparison group reported higher SR-SAD
symptoms (M= .64, SD=.97) than those in the cancer group (M= -.76, SD=.41). This
suggests that for SR-SAD, avoidant attachment may serve as a moderating variable for

how cancer group affects adjustment.
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Combined Group Analyses

Attachment and coping. Several hypotheses were tested with the groups combined in

order to validate the general model of how attachment, coping, and adjustment are

related. Secure style was expected to be associated with high primary control (PCon) and

secondary control (SCon), low effortful disengagement (EDis), medium involuntary

engagement (IEng), and low involuntary disengagement (IDis). Ambivalent attachment

would be associated with low primary and secondary control except for an expected high

score on emotional expression, low effortful disengagement, high involuntary
engagement, and low involuntary disengagement. Overall, it was expected that
ambivalent adolescents will use all volitional coping styles less often than other coping
styles. Avoidant attachment was anticipated to be particularly associated with higher
involuntary engagement and disengagement, and effortful disengagement, and lower
primary and secondary control. Fearful attachment was thought to be related to low
voluntary engagement, and high involuntary disengagement and engagement. A
MANCOVA was tested and was significant with RQ category (secure, avoidant,
ambivalent, fearful) predicting the five types of stress responses (F (3, 78)=6.5, p<.01)
while controlling for gender. Univariate analyses demonstrated significant attachment
style differences on all stress responses. Mean values and significance are reported in
Table 6. In addition, these patterns were similar for the comparison and cancer groups
separately as depicted in Tables 7 and 8.

Attachment behaviors were also expected to be related to stress responses. It was

anticipated that higher anxiety about proximity seeking, separation protest, feared loss,
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availability, and use of the attachment figure would be related to low primary and
secondary control, and high effortful disengagement. Zero-order correlations were
conducted to examine the relationships between attachment behaviors and responses to
stress. The following are also reported in Table 9. After controlling for sex and group,
Primary Control Engagement coping was significantly negatively correlated with anxiety
over the availability of the parent (r=-.41, p<.01), use of the parent (r=-.57, p<.01),
feared loss of parent (r =-.47, p<.01), and protest at separation from parent (r=-.24,
P<.05). Secondary Control Engagement Coping was also significantly negatively
associated with anxiety over the availability of the parent (r=-.36, p<.01), use of the
parent (r=-.36, p<.01), feared loss of parent (r =-.43, p<.01), and protest at separation
from parent (r=-.25, P<.05) after controlling for sex and group. Primary Control
Disengagement Coping was significantly and positively correlated with feared loss of
parent (r=.25, p<.05), as well as concerns over availability of parent (r=.25, p<.05) and
use of parent (r=.39, p<.01). Involuntary Engagement and Involuntary Disengagement
were both significantly positively correlated with all attachment behaviors except
proximity seeking: separation protest (for IE r=.39, p <.01; for ID r=.25, p<.05), feared
loss (for IE r =.60, p <.01; for ID r =.61, p<.01), anxiety about availability (for IE r=.27,
p <.05; for ID r=.44, p<.01), and concerns over use (for IE r=.39, p <.01; for ID r=.50,
p<.01).

Attachment and adjustment. It was expected that securely attached individuals would
report less distress and better adjustment on both parent and self report measures.

Specifically, secure style was expected to be positively related to self-reported overall
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personal adjustment (SR-PAdj), and negatively related to: self-reported emotional
symptoms (SR-ESI), self-reported clinical maladjustment (SR-CMal), self-reported
school maladjustment (SR-SMal), and self-reported social stress/anxiety/depression triad
(SR-SAD), as well as parent-reported internalizing symptoms(PR-Int) and parent-
reported externalizing symptoms (PR-Ext). Ambivalent style was expected to be
positively related to SR-ESI, SR-CMal, SR-SAD, PR-Int, and negatively related to SR-
PAdj Avoidant style was expected to be related to PR-Ext. Fearful was proposed to be
positively related to SR-ESI, SR-CMal, SR-SMal, SR-SAD, PR-Int, PR-Ext, and
negatively related to SR-PAd,j.

To test the effects of attachment style on self- reported distress, a MANOVA was
conducted with attachment style (secure, avoidant, ambivalent, fearful) predicting SR-
ESI, SR-CMal, SR-SMal, and SR-SAD. This test was significant with an omnibus F
(12,228)= 4.0, p<.01. Follow-up univariate testing revealed significant differences by
attachment style for SR-ESI, SR-CMal, and SR-SAD but not SR-SMal. See Table 10 for
means and standard deviations. Furthermore, these relationships were similar within each
of the two groups despite the between group differences as depicted in Tables 11 and 12.

Similar analyses were conducted for parent reported distress. A MANOV A was tested
with self-reported attachment style predicting parent-reported internalizing (PR-Int) and
parent-reported externalizing (PR-Ext) symptoms. The omnibus F test was significant
(F(9,231) =4.60, P <.01). Follow-up univariate testing demonstrated significant
attachment style differences for internalizing but not externalizing symptoms. See Table

13.
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Separate univariate testing was done to examine the effects of attachment style on
overall personal adjustment (SR-PAdj). ANCOVA (with gender as a covariate) was
conducted with attachment style predicting SR-PAdj with a significant result (F(3,77) =
3.95, P <.05). A one-way ANOVA was significant for the effects of attachment style on
overall personal adjustment (F(3,77) =3.95, p<.05). Securely attached teens reported the
highest overall adjustment followed by: avoidant, ambivalent, and fearful teens. See
Table 14. Similar patterns were seen within both the comparison and cancer groups as
shown in Tables 11 and 12.

Stress responses and adjustment. To test the relationship between stress
responses and adjustment, a multivariate regression model was tested with self-reported
proportional stress responses significantly predicting SR-CMal (F (5,71) =17.53, p<.01),
SR-SMal (F (4,74) =4.29, p<.01), SR-ESI (F (4,74) =21.10, p<.01), and SR-SAD triad (F
(4,74) =20.36, p<.01). Secondary control engagement coping was not related to any
adjustment measures. In terms of SR-SMal, only gender (being male) and involuntary
disengagement predicted higher rates of school maladjustment (B= .475, and B=4.19,
p<.05). However, SR-CMal, SR-ESI, and SR-SAD were significantly predicted by lower
primary control coping, higher effortful disengagement, and higher involuntary
engagement and disengagement (B ranging from 2.72-28.68, p<.05 for all effects).
Overall personal adjustment was not significantly predicted by stress responses and/or
gender.

Testing of the Complete Model. A Generalized Linear Model and follow-up

testing was conducted to examine the main effects for the following independent
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variables: attachment style (with four unique categories), overall coping (a composite of
the three coping variables), and total stress responses (a composite of the 4 stress
responses) as well as the interaction of these on the dependent variable, clinical
maladjustment (SR-CMal). The overall model was significant with an omnibus
significance of p<.01. All main effects were significant at p<.01, whilst none of the
interaction terms were significant. For attachment style, highest clinical maladjustment
was found for fearful style (M=33.67, SD=10.36), followed by ambivalent style
(M=20.33, SD=6.62), avoidant (M=11.80, SD=6.20), and secure (M=10.29, SD=7.10) (B
weights ranged from -4.3 to 32.76). In terms of stress responses and coping, clinical
maladjustment was predicted by lower overall coping (B=-.69, p<.05), higher stress
responses (B=.426, p<.05). These models were also tested separately for the comparison
and cancer groups with both being significant with an omnibus significance p<.01.
Differences within the Cancer Group

To test for important variables in how teens deal with having a parent with cancer,
analyses were conducted within the cancer group only. Some analyses were conducted
with self-report only, while others used self and parent-report. In addition, because we are
discussing adjustment to cancer, stress-responses in this section are generally specific to
dealing with parental cancer. Adolescents in the target group also completed the social
stress version of the RSQ, which was not used in these within-group analyses. However,
adolescent’s report of their coping with parental illness was highly correlated with their

report of coping with social stress (r=.79).

60



Cancer stage. First, cancer stage was examined as a predictor for attachment,
adjustment, and stress responses. Two separate MANOV As were tested for the effects of
cancer stage on: distress and personal adjustment (SR-ESI, SR-SAD, SR-CMal, SR-
SMal, SR-PAJ)); and the five stress responses. No significant differences were found on
these variables for cancer stage (F (12,114)=1.33, p=.21 and F (16,144)=.50, p=.97). A
chi-square analysis was conducted to examine the relationship between cancer stage and
attachment style, which was also not significant X2 (12, N=42)=8.09, p=.78.

Adolescents’ perceptions of parental illness. Adolescents reported on several
aspects of parental cancer that dealt with the ways in which the experienced parental
cancer. These included Likert-scale ratings of variables such as: perceived severity of
parental illness, amount of information they were given about parental illness, and overall
effects of parental illness on their lives. In addition, as part of the cancer-specific RSQ,
they endorsed which cancer-related stressors they were facing from a list of 23 possible
stressors (e.g. financial strain, increased responsibility, marital discord, fears of illness)
and the degree to which these affected them. These variables were tested as predictors of
attachment, stress responses, adjustment.

In terms of attachment, a univariate ANOVA testing attachment style and
perceived seriousness of illness was not significant (F (3,42)=.40, p=.78). In contrast, an
additional ANOVA indicated that the amount of information that the teen has been given
about his/her parent’s illness was significantly related to attachment style (F (3,42) =
2.90, p<.05). Teens with a secure attachment style reported the most knowledge (M=

3.79, SD= .43), followed by teens with an avoidant attachment style (M= 3.60, SD=.70),
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fearful style (M= 2.92, SD=.99), and ambivalent style (M= 2.86, SD=1.57). See Figure
7 for an illustration of this effect.

Multivariate regression model was tested using information received and
perceived severity to predict RAQ attachment behaviors. This was not significant as
attachment behaviors did not differ by knowledge or severity of illness (F(15,90)=.61,
P=.86).

With regard to stress responses, zero-order correlations were examined for
variables such as information, perceived severity, overall effects of cancer on life,
number of cancer-related stressors, and degree of cancer-related stressors with the five
stress response proportion scores. There were some significant relationships between
cancer-related variables and stress responses. See Table 15 for correlations.

Similar analyses were run looking at cancer-related variables and self-reported
adjustment. Teens’ perceived severity of parental cancer, was related to SR-PAdj in an
unexpected way (r= .39, p<.01). The more severe that a teen perceived his or her parent’s
cancer to be, the better his or her report of overall adjustment. There was also an
surprising result for a variable that looked at how much parental cancer affected a teen’s
life, where “‘effect on life” was positively associated with both SR-CMal (r=.34, p<.05)
and SR-SAD (r=.35, p<.05), as well as being positively associated with SR-PAdj (r= .31,
p<.05). In this analysis, the more that cancer affected a teen’s life, the higher their
reports of clinical maladjustment and social stress/anxiety/depression symptoms, as well
as the higher their reports of overall personal adjustment. Further, the higher the effects

on life, the greater their parents report of internalizing problems (r=.31, p<.05). Amount
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of information provided to the teen about cancer was also examined. It was found that the
more information that a teen had about cancer, the higher his/her level of overall
adjustment (SR-PAdj) (r = .34, p <.05) and lower his/her level of emotional symptoms
(Sr-ESJ) (r=-.38, P<.01) and SR-SAD (r=-.40, p<.01).

Data was also examined regarding the number and degree of cancer-related
stressors such as: financial strain, marital conflict, hospital stays, etc. The degree and
number of stressors from cancer related situations was positively correlated with SR-
CMal, SR-ESI, and SR-SAD as well as parent-reported internalizing symptoms (r=.31,
p<.05). However, neither number nor degree of cancer-related stressors were related to
overall personal adjustment. See Table 16.

Parental well-being and adolescent attachment, stress responses, and adjustment.
In addition to adolescent perceptions, there were several measures investigating parent-
related variables that were expected to impact adolescent attachment, stress responses,
and adjustment. For example, parents completed the BSI as a measure of their emotional
health. ANOVA testing was done to examine the relationship between parental emotional
health and adolescent attachment style. This was not significant (F(3,38)=.14, p=.93).
Additionally, a multivariate regression was conducted to examine the relationship
between BSI and the five stress responses, which was also not significant (F(4,36)=.97,
p=.44). These results suggest no direct relationship between parent emotional adjustment
and child attachment or stress responses in this study. In contrast, a multivariate
regression model was significant for the relationship between BSI and PR-Int and PR-Ext

(F(2,83)=4.71, p<.05). Parameter estimates suggest that as BSI increases so do PR-Ext
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and PR-Int (B=.03, .03). This indicates that the more that parents are experiencing their
own emotional distress, the more they report internalizing and externalizing problems in
the teenagers. However, increased parental distress was not associated with SR-ESI, SR-
CMal, SR-SMal, or SR-PAdj in teenagers (F range from .01 to.74, p ranged from .40 to
92).

Furthermore, parents with cancer completed the Psychosocial Adjustment to
Illness Scale, which provides both a score for overall adjustment as well as for distress.
ANOVA testing examining the relationships between attachment style and PAIS-distress
and PAIS-total were not significant (F(3,39)=.13 and .11, p=.94 and .95). A MANOVA
was tested with PAIS distress and total scores predicting the five stress responses. This
result was not significant (F(4,36)=.39, p=.82) indicating no relationship between parent
adjustment to illness and child stress responses. A 2-factor MANOVA (PAIS-distress and
PAIS-total) was conducted to examine the effects of parental adjustment to illness on
adolescent PR-Int and PR-Ext symptoms. The overall effects of PAIS-distress were
significant (F(2,84)=5.87, p<.01), but the effects of PAIS-overall were not significant
(F(2,84)=.68, p=.51). PAIS-distress positively predicted PR-Int and PR-Ext.

Testing of attachment as a mediating variable within the cancer group. Because
we were unable to use SEM, the mediating effects of attachment security were tested
using a series of linear regression models using attachment style (secure, avoidant,
ambivalent, fearful), number of stressors, and the interaction predicting SR-ESI.
Number of emotional symptoms was selected as the outcome variable based on prior

research supporting this as in important indicator of adolescent mental health (Compas et
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al., 2001; Steele et al., 1997). First, a linear regression model was fit for the cancer group
using number of stressors to predict SR-ESI. This model was significant with increasing
numbers of stressors being related to more symptoms (B=.44, p<.01). Next, the same
model was tested with the addition of attachment style. The model was significant overall
(p<.01), but with the addition of attachment style, number of stressors was no longer a
significant predictor (p=.28). This indicates that attachment style fully mediates the
relationship between number of stressors associated with having a parent with cancer and
SR-ESI. In addition, Sobel testing was run with a Sobel value of 3.17 (p<.01). The
percentage of the total effect of number of stressors on adjustment that is mediated by RQ
is 61.27%. To support the causality hypothesis, the model was also tested with SR-ESI
and attachment style predicting number of cancer-related stressors. This model was not
significant (p=.16) with neither attachment style nor emotional symptoms predicting

cancer-related stressors. See Figure 8.
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CHAPTER 1V

DISCUSSION

Interpretation and Implication of Results

With the ongoing development of the field of behavioral medicine,
increasing attention has been given to the effects of medical illness on the entire family
unit. Recent research suggests that adolescents who have a parent with cancer are at
increased risk for a number of adjustment problems, such as anxiety, depression, acting
out, and school difficulty (Steele, Forehand, & Armistead, 1997). However, research in
this area has been largely atheoretical and does not include mechanisms of influence. The
current study utilized the well-established framework of attachment theory to test a model
that includes the relationships between parental cancer, adolescent attachment to parents,
adolescent coping, and adolescent adjustment. In addition, further analyses were
conducted both between and within groups to allow for a greater understanding of
variables that affect adjustment to having a parent with cancer. Finally, relationships
between attachment, coping, and adjustment in general were explored. Many of the
expected hypotheses were confirmed with some additional unanticipated findings.
Attachment Differences between the Cancer and Comparison Groups

One of the primary aims of this study was to investigate the effects of parental

cancer on attachment style and attachment behavior. While this has been a topic of

research in spouses dealing with cancer, attachment theory has not been studied with
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children of cancer patients (Koopman et al., 2000). It was expected that adolescents in the
target group (those with a parent with cancer) would have lower rates of secure
attachment, and higher rates of all three insecure attachment styles than adolescents in the
comparison group. The findings support this hypothesis with approximately 60% of the
comparison group reporting a secure attachment style compared to only 33% of the target
group (population estimates for secure style are around 60%). In addition, target
adolescents were more likely to be avoidantly and ambivalently attached than comparison
teens, and more than three times as likely to be fearfully attached. However, on
retrospective measures of past attachment security, there were no differences. This
suggests that it is likely that having a parent diagnosed with cancer may lead to a more
insecure attachment style, especially a change to a fearful attachment style. Longitudinal
research would be needed to further test this hypothesis.

While not all attachment behaviors varied between groups, there were significant
differences in feared loss of an attachment figure and anxiety about using attachment
figure as a secure base. Adolescents who had a parent with cancer displayed higher
feared loss and higher anxiety about use of the parent as a secure base than comparison
adolescents. They did not differ on proximity seeking, separation protest, or concerns
about availability. This may be due in part to the increased cognitive abilities of teenagers
where actual availability and comfort seeking is less important than “felt security”. This
supports the prior findings by Kenny and Rice (1995) that place emphasis on symbolic

support and internal working models as opposed to actual responsivity of the caregiver.
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In addition, these findings highlight the importance of the secure base function and
response to threatened loss in adolescence.
Differences in Responses to Stress between the Cancer and Comparison Groups

To investigate stress responses, teenagers’ responses to the social stress version of
the RSQ were contrasted. The hypotheses for group differences were only partially
supported. Adolescents in the cancer group were less likely than the comparison group to
use Primary Control coping such as: problem solving, emotional regulation, and
emotional expression. However, they were more likely to use Secondary Control Coping
(i.e. positive thinking, cognitive restructuring, and acceptance) than the comparison
group. Adolescents’ increase in Secondary Control Coping may reflect an increased focus
on dealing with emotions created by problems that are unable to control as opposed to
doing things to directly change one’s situation. This seems likely to occur for those teens
who perceive themselves to be ineffective in altering their environment, such as those
dealing with parental cancer. There were no significant differences for Disengagement
Coping or Involuntary Stress Responses to social stress.

Teens in the cancer group also completed the measure for cancer-related stress
and those results were used for within cancer group analyses. There was a strong,
although not perfect, correlation between stress-responses to these two separate stressors.
Thus, it may be hypothesized that parental cancer and the related attachment changes
may influence how an adolescent copes not only with the parent’s illness, but also with
other types of problems such as social stress. For example, having a parent with cancer

may lead to a more insecure attachment style, which would then alter the adolescent’s
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internal working models and stress responses. Given the nature of attachment, this would
likely impact many areas of functioning for the individual. Thus, the adolescent may be
more likely to use ineffective coping strategies and have greater involuntary stress
responses than a securely attached adolescent for many different types of stress.
Differences in Adjustment between the Cancer and Comparison Groups

With regard to adjustment, it was hypothesized that the target group would have
higher levels of self and parent reported mental health problems. However, this
hypothesis was not supported. In general, having a parent with cancer was not related to
any self-reported emotional or behavioral symptoms. When attachment style was
controlled for, group did become predictive of emotional symptoms, but in the opposite
direction of what was predicted. In other words, if attachment was controlled for,
adolescents with a parent with cancer reported lower emotional symptoms than those in
the comparison group. This placed the comparison group slightly above average on age-
based norms, while the cancer group was slightly below average. This further suggests
that it is not cancer per se that affects adolescent adjustment, but rather the changes in the
parent-child relationship and coping. This also provides some potentially encouraging
news for families dealing with parental cancer. Adolescents may be able to experience
little emotional difficulty if efforts are made to maintain and strengthen the parent-child
attachment relationship during diagnosis and treatment of parental cancer. If this secure
base is able to be maintained, the may in fact experience fewer symptoms than typical
teenagers. Further, adolescents could be provided with training in use of effective coping

strategies to attempt to prevent emotional difficulty.
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Attachment as a Moderating Variable

It was proposed that attachment style may also serve as a moderator of the effect
of parental cancer on adolescent adjustment. Attachment style was examined as a
potential moderator for all adolescent adjustment variables (SR-ESI, SR-SMal, SR-CMal,
SR-SAD, SR-PAdj). However, almost all of these interactions were non-significant with
the exception of SR-SAD. For SR-SAD, it appeared that attachment style did serve as a
moderator of the effects of parental cancer on social stress/anxiety/depression symptoms.
This effect was largely driven by differences between the avoidantly attached teens in the
cancer and comparison groups. Specifically, avoidant attachment style in the cancer
group was related to lower reports of SAD symptoms compared to avoidant attachment
style in the comparison group. This finding makes sense if we consider that stress tends
to activate the attachment system and corresponding behaviors. In other words, when
faced with the significant stress of parental cancer, avoidant teens may have a tendency to
become more avoidant and deny symptoms when compared to their counterparts without
this level of stress.
Validation of Relationships between Attachment, Stress Responses, and Adjustment

Attachment and stress responses. The associations between attachment and stress
responses were tested within the entire adolescent group to examine the relationships
between these variables regardless of parental illness. In general, hypotheses regarding
attachment behaviors and stress responses were confirmed. Adolescents who had higher
anxiety regarding the availability of their parent, concerns over the use of the parent as a

secure base, feared loss of parent, and protest at being separated from the parent
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displayed lower levels of Primary and Secondary Control Coping, and higher levels of
Disengagement Coping, Involuntary Engagement, and Involuntary Disengagement. This
indicates that adolescents with attachment-related anxieties and lack of a secure base
were more likely to have negative stress responses and utilized Engagement coping
strategies less often. They were more likely, however, to use Disengagement coping
strategies to cope with stress.

In addition, attachment style predicted stress responses in the expected ways.
Secure attachment style was associated with the highest levels of Primary and Secondary
Control Coping, and lowest levels of Involuntary Engagement and Involuntary
Disengagement. In contrast, individuals with an avoidant attachment style had the highest
rates of Disengagement coping, individuals with an ambivalent attachment style had the
highest rates of Involuntary Engagement, and fearfully attached adolescents had the
highest rates of Involuntary Disengagement. These findings support the idea that
attachment style and behaviors are closely tied to stress responses and coping
strategies.(Bowlby, 1988; Simpson et al., 1992) In addition, these findings provide
support for the use of attachment versus a general parent-child relationship variable, as
specific predictions were supported for each attachment style. It is hypothesized that
attachment relationships form an individual’s internal working model for dealing with
stressful situations, which is then applied to stressors unrelated to the attachment
relationship. In other words, attachment style and behavior can successfully predict an

individual’s ability to cope with an outside stressor in specific ways.
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Adjustment. As was predicted, adjustment was related to attachment and stress
responses in specific ways. Secure style was associated with better adjustment by both
child and parent report while ambivalent style was related to moderate-high
maladjustment (particularly internalizing symptoms). Lastly, fearfully attached
adolescents reported the highest levels of all types of maladjustment and parent reports
indicated the highest level of internalizing symptoms. It was also found that
maladjustment was predicted by lower primary control, higher disengagement coping,
and higher involuntary engagement and disengagement. Thus, it appears likely that
adjustment is closely related to how an individual deals with stress and his or her
attachment relationships. This is an interesting finding given that coping was specific to a
particular stressor, but still predicts overall adjustment. Thus, it seems likely that an
individual’s response to stress is probably similar across different stressors and may
indeed reflect an internal working model or schema. This was further supported by the
high correlation between target teens’ report of coping with parental cancer and coping
with social stress. This supports the idea that coping and stress responses may be rather
stable across types of stress, but appear to be strongly influenced by attachment
relationships.

Effects of Cancer Specific Variables within the Cancer Group

Stage and perceived severity. Given that a cancer diagnosis impacts an individual
and family in many different ways, many variables may contribute to a family’s
adjustment to cancer. In addition, this study included individuals with all sites and stages

of cancer, which means a great deal of diversity in terms of illness and treatment. Perhaps
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one of the most obvious variables to consider in cancer diagnosis is stage. Thus, cancer
stage was investigated as a potential influence on attachment, adjustment and coping in
teens with a parent with cancer. Prior research in this area has supported that stage and an
adolescent’s perceived severity of parental illness are not generally related and that
perceived severity is a better predictor of adjustment (Compas, Malcarne, & Fondacaro,
1988). Thus, perceived severity was also included as a measure of seriousness of illness.
Based on prior research, it was expected that there would not be differences by stage, but
that perceived seriousness of illness would be related to worse attachment, coping, and
adjustment. As was expected, stage was not associated with attachment, coping, or
adjustment suggesting that there are other aspects of cancer diagnosis that are more
influential than actual physical health.

However, the findings for perceived severity were not as anticipated: perceptions
of greater severity were related to higher coping and stress responses as well as better
overall personal adjustment. Further, perceived severity of illness was not significantly
related to either child or parent reported emotional or behavioral difficulties. This is in
contrast with prior research, which has found perceptions of greater severity to be
associated with more emotional and behavioral symptoms (Armistead et al., 1995;
Compas et al., 1994; Grant & Compas, 1995; Patenaude, 2000).

There may be several possible explanations for this disparity. One possibility is
that prior studies have not typically included an overall measure of adjustment, but have

focused instead on measures of behavioral and emotional problems. This may have
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limited the ability to assess overall functioning while overly focusing on clinical
symptoms.

Overall impact of parental illness. In addition to perceived severity, adolescents
rated the degree to which their parents’ illness had impacted their life. This variable was
examined in relation to coping and adjustment. The findings were somewhat unexpected
given our original hypotheses, as ratings of greater influence on an individual’s life were
positively correlated with both clinical maladjustment and emotional symptoms as well
as positively correlated with overall personal adjustment. In other words, adolescents
who reported that their parent’s cancer had a larger impact on their life also reported
better overall personal adjustment and more emotional symptoms. These may seem
contradictory. However, these scales measure different areas of functioning with personal
adjustment being focused on self-competence and interpersonal effectiveness, while
emotional symptoms scale taps into distress. This finding may make sense in light of a
recent movement in the health psychology literature that focuses on posttraumatic
growth.

This area of research examines the possible personal growth that may occur in the
face of medical illness. This is typically termed “posttraumatic growth” or PTG, which
means a positive change in an individual’s prior level of functioning following a
traumatic event (Tedeschi & Calhoun, 1996). This research has consistently found that
many individuals report positive changes in their well-being following cancer diagnosis
and/or treatment (Antoni & Carver, 2003; Austin, 2000; Bellizzi & Blank, 2006; Harvey,

Barnett, & Rupe, 2006; Kinsigner et. al., 2006; Taylor, Lichtmand & Wood, 1984).
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Thus, the search has begun to identify contextual, disease, and intraindividual factors that
may predict who is most likely to experience PTG. Initial findings have suggested several
possible variables that seem to related to more PTG, these include: greater perceived
impact of illness on one’s life, greater fear of death, utilization of active coping strategies,
and greater social support (Bellizzi & Blank, 2006, Kinsinger et. al, 2006). In general,
there is not a correlation between PTG and anxiety or depression (Cordova, Cunningham,
Carlson, & Andrykowski, 2001).

While the majority of this research has been with adult cancer survivors and their
spouses (Austin, 2000; Bellizzi, 2004; Boyers, 2001; Sears, Stanton & Danoff-Burg,
2003), there have been a few studies that address posttraumatic growth (PTG) in
childhood and adolescent cancer survivors and their families (Barakat, Alderfer, &
Kazak, 2006; Kazak, Stuber, baraket, & Meeske, 1996; Mazur, 2006). The research has
supported that many young people report psychosocial benefits following a traumatic
event (Miliam, Ritt-Olson, & Unger, 2004; Walsh, 2003). Aldwin and Sutton (1998)
proposed a developmental model for post-traumatic growth (PTG) that suggested an
important role of coping and self-concept.

Futher, Barakat et al. (2006) found that most adolescents experienced PTG, with
greater growth being related to greater perceived severity of illness and increased fear of
death, regardless of objective disease stage. Interestingly, PTG was also positively
correlated with adolescent posttraumatic stress symptoms. In addition to adolescent

changes, most parents of children with cancer also reported PTG (Baraket et al., 2006).
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Similarly, in this study, it seems likely that adolescents faced with parental cancer
were able to grow from this experience and to perceive their lives in a different
perspective than comparison teens. While there was not a direct PTG measure included
in this study, there were several other variables that were examined that support the
hypothesis of PTG. For example, several comparison teens endorsed items regarding
suicidality/wishing to be dead, whereas none of the target teens endorsed these items.
Perhaps in the face of true mortality, some teenagers may be able to take a different
perspective on daily problems and place higher value on life in general. In addition,
perceived severity of cancer and greater impact of cancer were positively related to
overall personal adjustment. Thus, we should consider the possibility that a major life
stress, such as parental cancer, can both increase anxiety/depression as well as leading to
improved personal adjustment

Level of knowledge about parent’s illness. Adolescents also reported on several
other aspects of having an ill parent including: the amount of information they had been
given, how much the parent’s illness had affected their lifestyle, number of stressors
resulting from the illness (e.g. increased responsibility, financial concerns, marital
conflict), and how stressful these situations were overall. Several interesting results were
found regarding how these aspects of having an ill parent related to attachment, responses
to stress, and adjustment. First, the findings indicated that the amount of information that
a teen had been given about his or her parent’s illness was related to his or her attachment
style. Teens that had been told more information tended to be securely attached, followed

by teens categorizing themselves as avoidant, fearful, and ambivalently attached. Also,
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teens that had been given more information about parental cancer had lower levels of
Involuntary Disengagement, fewer emotional symptoms (SR-ESI), and better overall
adjustment (SR-PAdj). This suggests that having open communication about illness may
serve to reduce anxiety and contribute to a better parent-child relationship which then
leads to improved coping and adjustment.

The importance of sharing information with adolescent children is a particularly
interesting finding given the difficulties that were encountered with recruitment (i.e.,
parents not having told their teens about their illness). Even within the individuals who
volunteered to participate in the study, having been told less information about parental
illness was associated with insecure attachment, poorer coping, and worse adjustment.
Therefore, it can only be assumed that teens living with a parent with cancer who has not
talked with them at all about diagnoses would fare even more poorly. Given that many of
the parents who had not told their adolescents about their diagnosis were in active
treatment, it seems likely that the teens would have some knowledge or hypotheses about
their parents’ health (perhaps anticipating a worse outcome than in reality). Thus, they
are liable to believe that not only is their parent ill, but that it is not acceptable to talk
about the illness or to seek support. They may also be likely to experience mistrust and
parent-child conflict, resulting in insecure attachment style.

Number and Degree of Cancer-Related Stressors. Adolescents reported the
number of stressors related to parental illness (e.g. increased responsibility, financial
concerns, marital conflict), and how stressful these situations were overall. Number of

stressors and degree of stress were significantly related to coping and stress responses.
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Specifically, number and level of stressors were negatively related to Secondary Control
Coping, and positively associated with Involuntary Engagement and Disengagement.

In addition, number of stressors was negatively correlated with Primary Control
Coping. Consistent with this, both number and degree of stressors were positively
associated with self-reported emotional symptoms (SR-ESI) and parent-reported
internalizing symptoms (PR-Int). However, overall personal adjustment (SR-PAdj) was
significantly correlated with degree of cancer-related stress, but not on number of
stressors. Better personal adjustment was related to less perceived degree of cancer-
related stress.

In conclusion, it seems to the case that adolescents who are greatly impacted by
parental cancer, but who not experience overwhelming stress from cancer related
situations may be able to experience positive personal growth from parental cancer. On
the other hand, adolescents who feels that they are greatly affected by cancer-related
stressors would be likely to have worse personal adjustment and more emotional
symptoms. Therefore, providers and parents need to be cognizant of how their teenagers
experience cancer-related stressors. They can then make efforts to reduce this burden,
whether it be marital therapy to reduce conflict in the home, finding ways for teens to
continue their activities, or discussing financial strain with teens in a way that provides
them with reassurance.

Mediation within the Cancer Group
Originally, SEM was to be used to evaluate the pathways of influence for the

relationships between parental cancer, attachment, stress responses, and coping within the
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cancer group. However, the sample recruited was not large enough to support these types
of analyses. Thus, portions of the larger model were analyzed using other methods such
as multivariate regression and Sobel testing for relationships thought to be mediated. For
example, as described earlier, initial analyses indicated that the number of cancer-related
stressors was highly predictive of stress responses and maladjustment in adolescents. This
finding is concordant with prior research, but in and of itself does not offer any
information about mechanisms of influence. However, by applying attachment theory as
a mediator of this effect, we were able to begin to explain this result, and elucidate the
potential pathways through which cancer-related stress causes difficulty for teens.
Specifically, Sobel testing for mediation indicated that 62% of the effects of cancer-
related stressor were mediated by attachment style. In fact, adding attachment style to the
regression model made the number of stressors no longer a significant predictor of
emotional symptoms, thereby indicating full mediation. Consequently, our hypothesis
that cancer-related stress affects adolescents via the parent-child relationship rather than
having a direct impact on adjustment was supported. Given that this study was cross-
sectional in nature, we cannot fully declare that these findings represent causality.

However, testing of this model in reverse (predicting number of stressors from
emotional symptoms or attachment style) resulted in a non-significant finding, which
supports our hypotheses about causality. Therefore, there is strong support for the idea
that there is no direct relationship between parental cancer variables and adolescent

adjustment. Rather, cancer-related stress affects adolescent adjustment via changes in the
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parent-child relationship and subsequent alterations in coping strategies. Further testing,
including longitudinal research, is needed to further validate this theory.
Strengths of the Current Study

There are several strengths to the current study and improvements over prior
research. Perhaps the most important contribution of this study is that it is one of the first
to investigate pathways of influence for the effects of parental cancer on the family.
While, there has been research investigating coping and adjustment difficulties in teens
dealing with parental cancer (Armistead et. al., 1995), the literature primarily includes
studies that are atheoretical and focus on mean differences. Many even lack a comparison
group. A few researchers have discussed possible mechanisms of influences in largely
conceptual papers lacking a data component. Only Steele (1997) included data about
mechanisms of influence into his research, where he found that parent-child relationship
problems and disengagement coping were mediators of the effects of cancer on
adolescent adjustment. This study represented a movement in the literature towards
including pathways of influence, but was still largely atheoretical in nature.

The current study picked up where Steele left off and expanded greatly upon past
research by applying the theoretical model of attachment to elucidate the pathways
between parental cancer and adolescent adjustment and coping difficulties. Attachment
theory considerably increased our ability to predict adjustment and stress responses in
teens dealing with parental cancer. This supported our hypothesis that parent-child
attachment mediates the relationship between parental cancer and adjustment problems in

adolescents. Given that specific predictions were supported with regards to the specific
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attachment styles, it seems clear that attachment theory adds more information than a
general parent-child relationship strength. In addition, cancer status was not generally
predictive of adjustment problems without attachment style. This may provide
information to guide future research into risk and resiliency in families coping with
parental illness as well as to inform treatment.

In addition to adding a theoretical framework, this study is one of the few that
investigates parental illness from both a child and a parent point of view. Most prior
research utilized only self-report of adolescents or self-report of parents. This study
included both parent and child versions of several measures, which allowed for
comparison and collateral report. In addition, it enabled us to examine cancer-related
variables and relationship variables as they are perceived by each individual. In addition,
self-report was gathered from both teens and parents on a wide range of functioning. We
were able to use information from these different sources to obtain a more complete
picture of family functioning. In addition, the study included a matched comparison
group to allow for a better evaluation of adolescent adjustment and coping. We were able
to look at variables within the cancer group, but also to have a measure of coping and
adjustment for teens without this stressor. This allowed for comparisons to be made
between groups as well as to enable us to observe the relationships between attachment,
coping, and adjustment overall. Future research in this field should include comparison
groups and collateral report.

Lastly, this study improved upon past research by including measures of both

coping and stress responses rather than volitional coping alone. This allowed us to
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investigate not only intentional coping strategies, but also involuntary reactions to stress.
This approach provides a much more complete picture of the way that an individual
responds to a stressful event than just intentional coping. The findings from this study
supported that involuntary stress responses were strongly related with adjustment. Thus,
in future studies it will be important to use a broad measure that includes both voluntary
and involuntary stress responses.

Limitations of the Current Study and Potential Future Directions for Research

There were several limitations to this study that impacted the conclusions that

could be drawn. The first limitation of this study was that it was cross-sectional in nature.
Thus, although we can test for mediation and make inferences about directionality of the
effects, causality cannot be determined. This study did incorporate a matched comparison
to try to account for prior attachment security. Longitudinal research needs to be done to
further investigate directionality. However, this would likely be a difficult task, as
families would need to be assessed prior to a parent being diagnosed with cancer in order
to examine attachment changes. This would require that large groups of families would
need to be assessed over several years. It is conceivable that studies could be conducted
in families known to be at high-risk for cancer to increase the likelihood in the sample.
However, it may be that attachment would be different in families known to be at high-
risk if they had experienced many losses in their extended family. It would also be
helpful to investigate the relationship of attachment and stress responses in a
developmental way using longitudinal research. It is possible, though not anticipated, that

adolescents may have been reporting transient changes in attachment. Over time,
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especially as the threat of death passes, adolescents may return to a more secure
attachment style. It is predicted that even after the crisis phase of illness that there would
likely be long-term changes in attachment. Longitudinal work would need to be done to
investigate this issue.

Furthermore, while only cancer patients were included in the current study, it
seems likely that individuals faced with other chronic or serious illnesses would face
similar issues. It is not cancer per se that affects the family, but the presence of illness.
Other types of medical illness may affect the family differently based on characteristics
of the particular illness such as: risk of death, amount of treatment required, typical age
of onset, social stigma, and course of illness. Thus, this study may inform the larger
health psychology field and similar models should be tested for other types of medical
illness.

An additional limitation of the study was that only the ill parent and adolescent
were able to participate. Given that they are only part of the family unit, there were many
variables that were not included. Future research could incorporate the entire family unit
and examine the role of attachment to the non-ill parent and the marital relationship.
There are also likely to be additional variables that may influence adjustment to illness
that were not able to be addressed in this study. One such example that has received some
attention in the literature is spirituality. Spirituality may affect how a family deals with
cancer in many different ways. This would be a worthwhile addition to future research.

A final consideration for this study is whether the results of this study are

generalizable to the larger population of families dealing with parental cancer. As
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mentioned earlier, it was very difficult to recruit participants for the current study. There
seemed to be several reasons for this difficulty (e.g. some parents had not told their
adolescent children that they had cancer and were not eligible for this study, others did
not want to upset their children by having them complete the questionnaires, they were
too busy, etc.). Thus, those individuals that decided to participate may not be
representative of the larger population.

It is likely that individuals that chose to participate in the study were already
more concerned about the effects of cancer on their children and had more open dialogue
about their diagnosis. This self-selection bias may make individuals in the study different
from a typical cancer patient. Given the results of this study, particularly as they pertain
to the sharing of cancer-related knowledge, it is likely that the participating families were
functioning better than the average family. Steps need to be taken to involve more
families in research and provide parents with information about how to discuss cancer
with their teenagers.

Along the same lines, our comparison group may not have been representative of
the population. Some families were ineligible for the comparison group due to health
problems in the parents (not cancer). In addition, the parents in the sample were also
almost all married, which is not likely to be representative of the population as a whole.
In this study, however, this may have been an advantage as it made the groups more

matched.
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Finally, as these teens were referred by the cancer group, and were generally
similar to their counterparts, they would be biased in the same ways as the cancer group
(level of functioning). Difficulty was faced in obtaining this sample as many families in
the cancer group had not told family friends about the diagnosis, and did not want to refer
anyone to the study. The implications of this secrecy for social support would be an
interesting topic of research. Furthermore, future research could help to replicate this
study perhaps using a different recruitment method, and increase generalizability. Larger
studies would also allow for a model to be tested using SEM.

In summary, this study had some limitations mostly related to selection bias of the
sample. The generalizability may be limited and future studies are needed to broaden the
sample. In addition, the study was cross-sectional in nature and therefore causality cannot
be fully determined.

Despite these limitations, the current study greatly advances the prior research in
this area. The findings support attachment as an important mediating variable for how
parental cancer affects adolescents. Adding attachment theory and using a comparison
group increased our ability to predict stress responses and adjustment. Future research
should include these aspects as well as trying to recruit a larger and more representative

sample.
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Clinical Implications of this Study for Families Dealing with Cancer

There were several important findings of the current study that may inform health
professionals working with families dealing with parental cancer. First, the results of this
study suggest that it is not cancer per se that directly affects adolescent adjustment, but
rather, the effects of cancer on the parent-child relationship. Ideally, clinicians could
apply this information about attachment, coping, and adjustment to help parents with
cancer to meet the needs of their children. For example, if a parent is terminally ill, a
child’s insecure attachment to the parent may be adaptive in the long-term but may cause
immediate difficulties. Thus, intervention may occur at the level of coping skill
development or establishment of alternative attachment relationships. This would need to
be applied on a family by family basis in order to not undermine the child’s ability to
cope with impending loss (Christ et. al., 1994; Saldinger, 2004 ).

However, if a parent is not terminally ill, a clinician may work with the family to
insure that the child’s needs are met and the parent is somewhat available to increase
security. Given the findings of this study, this would likely include improvements in
communication, altering the ways in which the parent can be available, and reducing
fears of loss and use of parent as a secure base. For adolescents this would primarily
focus on “felt security” and may include more discussions about attachment behaviors
and relationships and maintenance of past family rituals.

Adolescents should also be encouraged to continue in their daily activities and
social outings, and learn to rely on the parent as a secure base. In addition, all efforts

should be made to reduce the strain placed on adolescents by cancer-related stressors
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(financial, marital discord, increased responsibility). This will include provision of
support for the parents, because if parents feel overwhelmed it will be much more
difficult for them to attend to their children’s needs. Intervention at the family level or
individual therapy should be provided as often as needed.

Another important variable that was identified in this study was amount of
information shared with adolescents about parental cancer. In the current study, results
supported that the more information that an adolescent was provided, the better their
adjustment and fewer their emotional symptoms. In addition, adolescents who were given
a lot of information about their parent’s illnesses tended to be securely attached and use
better coping strategies with fewer involuntary stress responses. This suggests that open
communication about cancer with teenagers is essential to their well-being. This is a
particularly relevant finding given the difficulties that were had in recruitment due to
teens being unaware of their parent’s cancer diagnosis.

As care providers, it is of utmost importance to talk with cancer patients about the
need to discuss their cancer diagnosis and treatment with their children. It would also be
helpful for health providers to receive some training that would enable them to feel
comfortable discussing this issue with their patients and to be able to offer guidance to
patients on how and what to discuss with their children. Recently, the National Cancer
Institute has realized that this is a large issue for cancer patients and has taken several
initiatives to promote knowledge and understanding about how to communicate with

one’s family about cancer diagnosis and treatment.
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This study also had some unexpected results that may suggest a more positive
effect of parental cancer. Specifically, perceived severity of illness and degree to which
cancer has affected an adolescent’s life were related to better overall personal adjustment,
as long as number of stressors was not too high. This was not an anticipated finding, but
it is in line with recent research in the adult literature which has focused on resiliency and
positive growth from cancer treatment and diagnosis. This is an encouraging finding, as it
indicates that under certain circumstances, teenagers who have a parent with cancer may
experience personal growth and change from the experience. They may develop a sense
of perspective or find a new value in life that they did not previously have. Thus, if
practitioners can focus their attention on improving communication, strengthening the
parent-child attachment relationship, and helping a family identify when an adolescent is
experiencing too many stressors, an adolescent may be able to experience personal
growth from parental cancer.

In summary, the findings from this study indicate that cancer may not directly
affect adjustment in adolescents, but that the subsequent changes in the parent-child
relationship are detrimental to adolescent functioning. Thus, interventions directed
toward attachment relationships and coping would likely be successful. In addition, the
importance of providing information about cancer to adolescents is critical to adjustment
and coping. This is an area that needs to receive more attention, with a focus on training
practitioners to discuss this issue with their patients.

Lastly, there were some unexpected findings in this study which suggest the

possibility of personal growth from parental illness. This may provide some peace of
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mind to individuals being treated for cancer and their families. If families can maintain

attachment roles and moderate stressors, there may a possibility for personal growth.
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Appendix A. TABLES AND FIGURES

Table 1
Parent Participant Demographic Information

Cancer Parents Comparison
(N=44) Parents
(N=37)
Age in years: Mean (SD) 46.15 (5.5)* 42.50 (5.9)*
# Male/# Female 9/35 7/29
% Caucasian 88.6% 86.1%
% Hispanic 9.1% 8.1%
% African American 2.3% 5.4%
% Married 79.5% 91.5%
% Divorced or Separated 13.7% 8.1%
Mean Income $40-65,000 $60-75,000

* P<.05

Total
(N=81)

44.46 (5.9)

16/64
86.4%
8.8%
3.8%
85.2%
11.1%

$60,000
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Table 2

Adolescent Participant Demographic Information

Age in years: Mean (SD)

# 12 year olds
# 13 year olds
# 14 year olds
# 15 year olds
# 16 year olds
# 17 year olds
# 18 year olds

# Male/# Female

% Caucasian

% Hispanic

% African American

% reporting excellent

health

%reporting very good

health

% reporting poor to fair

health
GPA: Mean (SD)
* P<.05

Cancer
Adolescents
(N=43)
15.31 (1.7)
3
6
10

6

8

8

2
21/23
81.2%
9.3%

2.3%
51.2%

30.2%
18.7%

3.54 (.70)

Comparison
Adolescents
(N=37)
15.60 (1.6)
5

4
4
7
8
7

2
15/21
78.1%
5.1%
5.4%
43.6%

46.2%
10.3%

3.52 (.63)

Total
(N=80)

15.47(1.6)

8

10
14
13
16
15
4

16/64
80.7%
7.1%
3.8%
47.6%

37.8%

14.6%

3.53 (.66)
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Table 3

Means (SD) and Reliability for Continuous Measures by Group

RAQ- Sep. Protest

RAQ- Fear Loss
RAQ-Proximity
Seek

RAQ- Availability
RAQ- Use
Primary Control
Engagement

Secondary Control
Engagement

Disengagement
Coping.
Involuntary
Engagement

Involuntary
Disengagement

SR-ESI
SR-CMal
SR-SMal
SR-SAD
SR-PAd;
PR-Ext
PR-Int
BSI

Cancer
Adolescents
(N=43)
6.07 (41)

5.37 (.40)
6.63 (.47)

6.73 (.46)
7.37 (.38)
22 (.02)

.35 (.02)
15 (.01)
.19 (.02)
.09 (.01)

1.80 (.53)
18.85 (1.98)
13.24 (.59)
11.95 (1.49)
26.58 (.62)
48.16 (7.61)
48.81 (8.12)
23.14 (3.11)

Comparison
Adolescents
(N=37)
6.02 (.42)

4.50 (.35)
6.86 (.48)

5.75 (.37)
6.30 (.38)
27 (.02)

.30 (.02)
15 (.01)
.18 (.02)
.10 (.01)

2.13 (.63)
20.67 (2.35)
13.28 (.69)
13.12 (1.67)
26.04 (.54)
49.05 (9.92)
46.11 (9.12)
18.44 (2.99)

Total
(N=80)

6.04(2.51)

4.98 (2.32)
6.74 (2.84)

6.31 (2.61)
6.93 (2.41)
.24 (.02)

.33 (.02)
15 (.01)
.19 (.02)
.09 (.01)

1.99 (3.51)
19.37(13.10)
13.04 (4.00)
12.54 (9.67)
25.95 (4.28)
47.56 (8.65)
48.57 (8.71)
20.84(19.00)

Reliability
(Cronbach’s

13

13
.82

.80
.85
.85

74
.80
91

.88

93

.86

.88

*Please note that higher scores on the RAQ mean more anxiety about that aspect of attachment.

For example, higher availability means more anxiety about the availability of the attachment

figure. ® Responses to stress means are given for proportionate scores as they are generally used
in the analyses instead of raw scores.
¢ Please note the following:

self-reported emotional symptoms

SR-ESI=
SR-CMal=
SR-SMal=
SR-SAD=
PR-Ext=
PR-Int=

self-reported clinical maladjustment
self-reported school maladjustment

self-reported social stress/anxiety/depression triad
parent-reported externalizing disorders
parent-reported internalizing disorders

100



Table 4
Coping Ratio Scores by Group

Primary Control

Engagement
Cancer Teens 32 ((13)*
N=43
Comparison 38(.11)*
Teens
N=37

Values are given as Mean (SD)
* p<.05

Secondary Control
Engagement

A7(11)*

40(.09)*

Disengagement
Coping
21 (11)

22 (.11)
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Table 5

Correlations of self and parent-reported adolescent adjustment on BASC by group

SR-ESI
SR-CMal
SR-SMal
SR-SAD

SR-PAdj

PR-Ext PR-Int
33w 4Dk
35%* S56%*
28% .02
24** 38**
-27* -.17

*Please note the following:

SR-ESI=
SR-CMal=
SR-SMal=
SR-SAD=
PR-Ext=
PR-Int=

* p<.05; **p<.01

self-reported emotional symptoms

self-reported clinical maladjustment

self-reported school maladjustment

self-reported social stress/anxiety/depression triad
parent-reported externalizing disorders
parent-reported internalizing disorders
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Table 6
MANCOVA results of the effects of RQ category on RSQ coping/stress responses
proportional scores

Secure Avoidant Ambivalent Fearful F p
(N=36) (N=16) (N=12) (N=15)
Primary .30 (.09) .20 (.09) 25 (.12) 18 (.10) 6.55 00%*
Control
Engagement
Secondary .35 (.10) 34 (11) .30 (.20) .25 (.09) 2.81 .05%
Control
Engagement
Disengagement .13 (.06) 20 (.11) .12 (.06) .16 (.05) 4.05 01%*
Coping.
Involuntary .15 (.09) 17 (.08) 23 (.10) .19 (.09) 5.06 00%*
Engagement
Involuntary .07 (.06) .09 (.08) .10 (.06) .16 (.07) 6.76 00%*
Disengagement

* Values are given as Mean (SD)

® Please note that higher scores on the RAQ mean more anxiery about that aspect of
attachment. For example, higher availability means more anxiety about the availability of
the attachment figure.

*p<.05, **p<.01
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Table 7
MANCOVA results of the effects of RQ category on RSQ coping/stress responses
proportional scores for Comparison Group only

Emotional Symptoms  Personal Adjustment  Clinical Maladjustment

Secure .64 (2.75) 27.57 (2.72) 14.78 (10.58)
Avoidant 4.44 (4.06) 25.29 (5.06) 28.14 (13.63)
Ambivalent  4.58 (4.26) 25.00 (4.12) 29.80 (13.48)
Fearful 5.01 (4.97) 23.67 (5.68) 32.33 (18.50)
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Table 8

MANCOVA results of the effects of RQ category on RSQ coping/stress responses
proportional scores for Cancer Group only

Emotional Symptoms  Personal Adjustment Clinical Maladjustment

Secure -.58 (1.76) 27.50 (2.24) 10.29 (7.10)
Avoidant 22 (2.73) 26.10 (3.07) 11.80 (6.19)
Ambivalent 2.55 (2.48) 25.29 (4.79) 19.42 (6.51)
Fearful 5.44 (2.20) 24.42 (3.80) 33.67 (10.37)
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Table 9
Correlations between attachment behaviors and stress responses after controlling for
gender and group

Primary Secondary Disengagement Involuntary Involuntary

Control Control Coping Engagement Disengagement
Coping  Coping
RAQ- -.24* -.25% .05 35k 24%
Separation
Protest
RAQ- Feared - 47%* - 43%% 24% A48%* ST
Loss
RAQ- A1 -.02 -.18 A2 -.12
Proximity
Seeking
RAQ- -41%* =37k 25% 33k S52%*
Availability
RAQ- Use -57%* -.36%* 38k 38 54k

a

Please note that higher scores on the RAQ mean more anxiety about that aspect of
attachment. For example, higher availability means more anxiety about the availability of
the attachment figure.

*p<.05, **p<.01
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Table 10
Self-reported adjustment by attachment style

Secure Avoidant Ambivalent Fearful F p
@37) (17) (12) (15)
SR-CMal -53(.68) -.06(.96) .30 (.85) 1.1 (.88) 11.32 .00*
SR-SMal -20(.80) .46 (1.01) .12(1.36) .04 (.93) 191 .14
SR-ESI 04 (2.4) 1.96 (3.86) 3.56(3.43) 5.36(2.71) 12.15 .00%
SR-SAD -52(72)  -.18(.97) 29 (.84) 1.12 (.76) 12.71 .00*

*Please note the following:

SR-ESI= self-reported emotional symptoms

SR-CMal=  self-reported clinical maladjustment

SR-SMal=  self-reported school maladjustment

SR-SAD= self-reported social stress/anxiety/depression triad
® Values are given as mean (SD)
* p<.01
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Table 11

Responses to Stress by Attachment for Comparison Group

Primary
Control
Engagement

Secondary
Control
Engagement

Disengagement
Coping.

Involuntary
Engagement

Involuntary
Disengagement

Secure

29 (.11)

33 (.11)

13 (.07)

.16 (.09)

.08 (.06)

Avoidant

.20 (.07)

.25 (.05)

.20 (.04)

.21 (.06)

.14 (.09)

Ambivalent

27 (.14)

24(.10)

17 (.03)

.22 (.08)

.10 (.07)

Fearful

25 (.14)

.20 (.09)

.14 (.07)

.25 (.10)

.16 (.06)
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Table 12

Responses to Stress by Attachment for Cancer Group

Primary
Control
Engagement

Secondary
Control
Engagement

Disengagement
Coping.

Involuntary
Engagement

Involuntary
Disengagement

Secure

32 (.07)

.39 (.08)

12 (.06)

.13 (.08)

.04 (.04)

Avoidant

20 (.11)

40 (.10)

19 (.13)

15 (.09)

.07 (.06)

Ambivalent

22 (.11)

32 (.25)

A1 (.07)

25 (.11)

.10 (.07)

Fearful

.16 (.08)

.26 (.09)

17 (.04)

25 (.11)

.16 (.06)

109



Table 13
Parent-reported adjustment by attachment style

Secure Avoidant Ambivalent Fearful F p
(37) a7 (12) (15)
PR -54(2.23) -97(2.38) 1.33(2.49) 1.60 (1.83) 5.58 .00%*
Internalizing
PR -12(2.24) -56(2.25) .23 (2.68) .79 (2.92) 78 S1
Externalizing
Values are given as mean (SD)
* p<.01
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Table 14
Self-reported Personal Adjustment by attachment style

Secure Avoidant Ambivalent Fearful F p
(37 a7 (12) (15)
SR-PAdj 40 (.56) -.04 (.91) -.24 (.94) -39 (.94) 395 <05

Values are given as mean (SD)
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Table 15

Correlations between cancer variables and stress responses

Primary Secondary

Control
Coping
21
Information
Perceived -.14
Seriousness

Effects on Life A7

Number of -28%
stressors

Degree of -.10
Stress

#p<.05, **p<.01

Control
Coping
25

-27

-.65%*

-.62%*

- STH*

Coping

-.25

22

-.01

18

23

-.16

35%

63 7%

16%*

.63%*

Disengagement Involuntary Involuntary
Engagement Disengagement

- 407

.08

.30

46%*

46+
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Table 16

Correlations between parental cancer variables and teen adjustment

Information
Perceived
Seriousness
Effects on Life

Number of stressors

Degree of Stress

SR- SR- SR- SR- SR- PR- PR-
ESI CMal SMal SAD PAdj INT EXT

-S51FF 226 -.12 -40%%  46%* -.10 -.01
-.13 A3 -17 .09 A40%* .08 -.06
23 34% 12 35% 31 31 02
S55%% .66%* 23 O7%* -.16 31 -.04
37 A48%* .10 49k -.14 31 .05

*Please note the following:

SR-ESI=
SR-CMal=
SR-SMal=
SR-SAD=
PR-Ext=
PR-Int=
*p<.05; **p<.01

self-reported emotional symptoms

self-reported clinical maladjustment

self-reported school maladjustment

self-reported social stress/anxiety/depression triad
parent-reported externalizing disorders
parent-reported internalizing disorders
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Figure 1
The Context of Parental Cancer
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Figure 2

Attachment in the context of parental cancer
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Figure 3

Stress responses in the context of parental cancer
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Figure 4

Stress responses and adjustment in the context of parental cancer
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Figure 5
Attachment, stress responses, and adjustment in the context of parental cancer
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Figure 6
Attachment style by group
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Figure 7

Attachment Style Differences in Information and Severity Perception
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Figure 8

Standardized Regression Coefficients for the Relationship Between Number of Cancer-

Related Stressors and Emotional Symptoms as Mediated by Attachment Style

S4%

Attachment Style

Number of Cancer-
Related Stressors

627%

S5%

(2D

A 4

Emotional Symptoms

The standardized regression coefficient between number of stressors and

emotional symptoms after controlling for attachment style is in parentheses. * p<.05
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Appendix B. EXAMPLES OF STRESS RESPONSES

Voluntary stress responses (coping) subtypes and examples

Engagement

Disengagement

Type of
Response

Primary
Control:

Problem
Solving

Emotional
Regulation

Emotional
Expression

Secondary
Control:

Positive
Thinking

Cognitive
Restructuring

Acceptance

Avoidance
Denial

Wishful
Thinking

Distraction

Sample Item

I try to think of different ways to change the problem or fix the
situation.

I keep my feelings under control when I have to, then let them out
when they won’t make things worse.

I let someone or something know how I feel.

I tell myself that everything will be alright.

I think about the things that I am learning from the situation, or that
something good will come from it.

I realize that I just have to live with things the way they are.

I try to stay away from people and things that make me feel upset or
remind me of the problem.

I say to myself, “this isn’t real.”

I deal with the problem by wishing it would just go away, and
everything would work itself out.

I imagine something fun or exciting happening in my life.
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Involuntary Stress Responses

Engagement

Disengagement

Type of
Response

Rumination

Intrusive
Thoughts
Physiological
Arousal

Emotional
Arousal

Involuntary
Action

Emotional
Numbing

Cognitive
Interference

Inaction

Escape

Sample Item

I can’t stop thinking about what I said or did.
Thoughts about these problems just pop into my head.
I feel sick to my stomach or get headaches.

I get upset by things that don’t usually bother me.

Sometimes I act without thinking.

I don’t feel anything at all, like I have no feelings.
My mind goes blank, I can’t think at all.
I end up just lying around or sleeping a lot.

I just have to get away, I can’t stop myself.
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Appendix C. SUMMARY OF RESULTS

I. Between Group Analyses

A. Attachment

1.

Adolescents in the cancer group are less likely to be securely attached
and more likely to have avoidant, ambivalent, and fearful attachment
styles than the comparison group. No differences on past RQ.

The cancer group had higher anxiety about loss of the caregiver and
more concerns over using the caregiver as a secure base.

B. Stress Responses to social stress

1.

2.

The cancer group had higher ratio rates of secondary control coping
and lower primary control coping than the comparison group.

No univariate differences on Effortful disengagement, Involuntary
engagement, or Involuntary disengagement.

C. Adjustment

1.

2.

No significant differences between groups on any self or parent-
reported BASC scales.

If attachment was controlled for: the cancer group reported fewer self-
reported emotional symptoms than the comparison group and parents
reported less externalizing problems in the cancer group.

D. Testing of Moderation

1.

2.

Attachment style was a moderator for self-reported social
stress/anxiety/depression only.

Teens with avoidant attachment in the cancer group reported fewer
symptoms than those in the comparison group

II. Combined Group Analyses

A. Attachment and coping

1.

RQ

a. Primary control coping rates were highest for securely
attached individuals, followed by: ambivalent, avoidant, and
fearful.

b. Secondary control coping rates were highest for secure and
avoidant styles followed by: ambivalent and fearful styles.

c. Effortful disengagement rates were highest for avoidant style
followed by: fearful, secure, and ambivalent styles.

d. Involuntary engagement rates were highest for ambivalent
style followed by: fearful, avoidant, and secure styles.
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2. RAQ

Involuntary Disengagement rates were highest for fearful
style followed by: ambivalent, avoidant, and secure styles.

Primary control coping was negatively correlated with
anxiety about separation, feared loss, availability, and use of
caregiver.

Secondary control coping was also negatively correlated with
anxiety about separation, feared loss, availability, and use of
caregiver.

Effortful disengagement was positively correlated with
anxiety about feared loss, availability, and use of caregiver.

. Involuntary engagement was positively correlated with

anxiety about separation, feared loss, availability, and use of
caregiver.

Involuntary disengagement was positively correlated with
anxiety about separation, feared loss, availability, and use of
caregiver.

B. Attachment and Adjustment

1. Self-reported

a.

b.

Clinical maladjustment (SR-CMal), emotional symptoms (SR-
ESI), and social stress/anxiety/depression (SR-SAD) triad
scores were all highest for fearful attachment style followed
by: ambivalent, avoidant, and secure styles.

Overall personal adjustment (SR-PAdj) was highest for secure
style followed by: avoidant, ambivalent, and fearful styles.

2. Parent-reported

a.

PR-Internalizing problems were highest for fearful attachment
style followed by: ambivalent, avoidant, and secure styles.
There were no differences in parent report-externalizing
symptoms.

C. Stress responses and Adjustment

1. Clinical Maladjustment, emotional symptoms, and SAD triad were all
predicted by: lower primary control coping, higher effortful
disengagement, higher involuntary engagement, and higher
involuntary disengagement.

2. School Maladjustment was only predicted by Involuntary
Disengagement and being male.
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D. Testing of the overall model

1. Clinical maladjustment was predicted by attachment style, lower

overall

coping, and higher stress responses.

2. Higher CMal was related to fearful style followed by: ambivalent,
avoidant, and secure styles.

III. Within cancer group analyses
A. Contrasts for cancer variables
1. Attachment

a.

b.

Neither stage nor perceived severity was related to
attachment style.

Amount of knowledge about cancer was related to
attachment style with secure style reporting the most
information followed by: avoidant, fearful, and ambivalent.

2. Stress responses
a. Amount of knowledge provided was negatively correlated with
involuntary disengagement.

b.

Perceived severity was positively correlated with involuntary
engagement.

Overall effect of cancer on life was positively correlated with
involuntary engagement and negatively correlated with
secondary control coping.

Number of cancer related stressors was positively correlated
with involuntary engagement and disengagement and
negatively correlated with primary and secondary control
coping.

Degree of cancer-related stress was positively correlated with
involuntary engagement and disengagement and negatively
correlated with secondary control coping.

3. Adjustment

a.

Amount of information provided was negatively correlated
with SR-ESI and SR-SAD and positively correlated with SR-
PAd;j .

Perceived severity was positively correlated with SR-PAd;.
Overall effect of cancer on life was positively correlated with
SR-CMal, SR-SAD, SR-PAdj, and PR-Int.

Number of cancer related stressors was positively correlated
with SR-ESI, SR-CMal, SR-SAD, and PR-Int.
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e. Degree of cancer-related stress was positively correlated with
SR-ESI, SR-CMal, SR-SAD, and PR-Int.

4. Parent variables
a. Parent BSI did not significantly impact adolescent attachment
OR.coping.
b. Parental adjustment did not impact adolescent self-report of
adjustment problems.
c. Parental adjustment did impact parental report of adolescent
adjustment problems (higher internalizing and externalizing).

B. Testing of Mediation
1. Attachment style fully mediated the effects of cancer-related stressors
on SR-ESL
2. The reverse model (with SR-ESI and attachment predicting stressors)
was not significant.

*Please note the following:

SR-ESI= self-reported emotional symptoms

SR-CMal=  self-reported clinical maladjustment

SR-SMal=  self-reported school maladjustment

SR-SAD= self-reported social stress/anxiety/depression triad
PR-Ext= parent-reported externalizing disorders

PR-Int= parent-reported internalizing disorders
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Appendix D. ASSESSMENT MEASURES

23728

Demographic Information Form _

This ferm inguires aboutf general information that will be used by researchers at UNC Greensboro.
Please fili in the subject number listed below on the other questionnaires.

For optimum accuracy, please print in capital letters and avoid contact with the edge of the box. The
following will serve as an example:

Alslcple/flo]ulz[e]«[L[M[n]o]elalr]s [T]ulv]w[x]¥]z
SERNEEEREERE]N]RRANANEENERRRENEEE
O L O o Ok
@Hluu%xMﬁﬁﬁwﬁmpwuu
OO L T LT LT T o™

For the items below please select only one of the choices and shade the circle next {o your choice.
Shade circles like this: @

Not like this:

’ Family Income
O <§15,000

O $15,000-825,000

O $25,000-$35,000

| O $45,000-$60,000

¢ 4 e Y o
Y “ Marital Status | | Ethoic Background
‘ i ‘ O Never Married ’ O American Indian/Alaskan Native

O $60,000-875,000 i ‘ O Married O Aslan/Pacific {slander
] ' O BlacikdAfrican American i

O $75.000-520,00¢ | | O Separated i i
P | O Hispanic :

LY i % © bivorced E O Caucasian (not Hispanic)
| \ O Widowed © Other

Yo

Please list you and your spouses’ cccupations below. Please be specific, if they are
deceased, retired, or unemployed, please list their most recent eccupation.

Spouse:

You:

Please Hast the highest grade completed or degree received below,

Spouse: Office Use Only

Name:

in case we need 1o reach you, please provide the name and address of a close friend or family
member not living with you:

Address:

City:

1

State: Zip:

Dempgraphics: Parent Version
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Demographic Information Form m

24810

This form inguires about general information that will be used by researchers at UNC Greensboro.
Plaase {ill in the subject number listed below on the other questionnaires.

For optimum accuracy, please print in capital fetters and avoid contact with the edge of the box. The
following will serve as an example:

ABICIDIEIF GIHTI I KLIMNIOPQRISITIUVWXYZ

ERENEREEEEEER]NiRNERERERRNRRRAERED
EEENERERNIREENNNNEERNNERREARRINERE
OO O L O OTTh
(0 T - O T T T T oS

For the items below please select only one of the choices and shade the circle next to your choice.
Shade circies like this; @

Mot like this: e

s N ¢ A 4
Grade ! Ethnic Background | | Current Grade Point Average !
O 5ih Grade O Oth Grade | O American ndian/Alaskan Native Plgase enter your current GPA below. |

| O AstanfPacific Islander
G 6th Grade O 10th Grade |

GPA= (’"

How good is your health? i

O Black/African American

O 7th Grade O 11th Grade | O Hispanic |
O Caucasian (not Hispanic) O Exvellent O Falr

O 8th Grade O 12th Grade | €5 Other | O Very Good O Poor
AN Ji O Good |

In case we need fo reach you, please provide the name and address of a close friend or family
member not fving with you:

Name:

Ad;{{ess:

City: State: Zip:

LR DG A DR D

Demographics: Adolescent Version
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W [y

8267

Background Information

1. Family Characteristics:;

Kame of Child Participating:

Number of Children Under Age 18 Living In Your Home !

(ORY ol ez

o3 G4 O 5+

\

in relation to the Child participating in this study | am the:

O Child's Birth Mother
O Child's Birth Father
O Child's Adoptive Mother
O Child's Adoptive Father
G Child's Step-motherx
O Child's Grandparent

O Child's Aunt/Uncle

g the Past Year Our Family has Experienced:
O Divorce

O Family Friend
O Separation
O Child's step~father
O Remarriage
G Child's sister/ brother
Q Death of Parent
(O Parent's partner
Q Major Move
(O Other Relativs
Q Birth of New Baby
) Foster Parent
) Child left for College

1 O other Change

" The person who is most responsible for this child's care is: Y )

O Child's Birth Mother
Oy Child's Birth Father
(O Child's Adoptive Mother
Oy <Child's Adoptive Father
(O Child's Step-nmother
O Child's Grandparent

O Child's Aunt/Uncle

Also living in my home is:

. Fri
G Family Friend O Child's Pather

G Child's Step-father
O Child's Mother
Oy Child's sister or brothex}
O Parent's partner O Child's Step-parent

) Other Relative

O cChild’'s Grandparent

"y Foster Parent
O Child's Aunti/Uncle

O Other friend or relative i

Parent version
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l E?B Health History u

1. Current Health

8 Do you currently have any of the following ilinesses? How would you rate your current physical health?
Q Diabetes {) Intestinal Disease O Excellent O Falrx i
() Heart Disease O Cancer QVery good O roor

|

PP r j

OArthritis OMultiple Schlerosis | © 0°°d Overy Poor |

i te your current mental health?)
i O High Blood Pressure O Depression How wouid you rate your e ed :
O Bxcellent O Fair i

- o = g 71 =

O Asthma ox COPD O Other Chronic Illness O very good O Poor

. 1 Describe: |

O Chronic Pain 8 O Good O very Poor i

i

2. Past Health

In the past 18 years did you have any of the following ilinesses How would you rate youy overall
i . ) physical health in the past 15 years?
O Diabetes O Intestinal Disease
O Bxcellent O Faix
H -t Disease ¢
O Heart Disease O Cancer S O Poor
O drthritis OMultiple Schlerosis O Good O Very Poor
How would you rate your overall mental
O High Blood Fressure O Depression health in the past 15 years?
: ) . O Excellent O Faixr
() Asthma or COPD O Other Chronlc Illness
O Very good ) Poox
O Chronic Pain
O Good O Very Poor

How many times have you been hospitalized for one week or more?
00 01 0z 03 04 O5 or more

How many times have you had major surgery?
OO0 Ol 02 O3 04 ©5 or more

During the last week how many DAYS did you:

1. Exercise 30 minutes or mere? 00 01 02 03 04 O3 08 OF

2. Drink more than 1 serving of alcohol? OO0 01 02 03 04 05 06 OF
3. Smoked at least one cigaretie? 00 O1 02 O3 04 05 06 OF

4. Ate 3 or more servings of fruit or vegetables?
. . 00 01 02 03 04 05 06 OF
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u Adolescent Background Information ”
43198

1. Family Characteristics: Name of parent participating:

Number of Childrerr Under Age 18 Living in Your Home i
0o of! 02 03 o o5+

;‘””m the Past Year Qur Family has Experéenmed:\ 4
% O Divoree

" The person most responsible for taking care of me is My; O Separation ,

) Birth Mother O Pamily Friend .
(O Remarriage

O Rirth Fathex O step-father

H
| QAdoptive Mothex 3 sister or brother
|

O Death of Parent

O Major Move
O Adoptive Father () Parent's partnexr

|

\ O Birth of New Baby |

Step~mother Other Relative
2 L& - & O Child left for College

) Grandparent )y Foster Parent

| O Other Change

; ¢

N / {

h | Also living in my home is: g

O Aunt/Uncle i

" The person who is participating with me in this study is my: h

O Father |

O Birth Mother O Family Friend s{
S i

(O Birth Father O Step~father OMothex i
i

O Adoptive Mothexr (O sister or brother O Step-parent ‘

O Adoptive Father (O Parent's partner :
(O Grandparent |

O Step-mother { Gther Relative !
O Grandparent (O Foster Parent OIS AT IS |
O Bunt/Uncle O Cther friend or relative ‘

2. Parents Health History

Do either of your parents have any of these ilinesses? | How would you rate your parent's physical heaith?z

How would you rate your parent's mental heaith?

O) Disbetes O Intestinal Disease O Bxcellent O Fair }
> |

O Heart Disease O Cancer O Very good 2 Poor |
) . . O Good O Very Poor |

O Arthritis O Multiple Schlerosis ]
l

O High Blood Pressure (O Depression

O Excellent O Falr |
|
O Asthma or COPD O Other Chronic Iliness ()Very good O Poor j
. Describes 3
3 Chronic Pain O Good O Very Poor

How many times has your parent " been hospitalized for one week or more?
OO0 0O 2 O3 0O4 0O5 or more
How many times has your parent had major surgery?
Q0 01 O2 O3 0O¢ OS5 or more

. ’ . . : Adolescent version .
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BASC- Parent version

o oy S [l

) . . . . [
Please read each phrase and mark the response thar descrtbes how this child bas acted over the Tust six months, -
If the child’s behavior has changed a grea deal during this pericd, describe the child’s recent behavioy. ? s
e

Mark N if the behavior never occurs Mark € if the behavior often occurs, i m

Mark § if the behavior somethmes otours. Mark A if the behavior almost always occurs, e

Please mark every ttem. f you don’t know orare unsure, give your best estimate, based on your own observations, A Yo

“Neves” response does not mean that a child “never” engages in 2 behavior, only that you have not chserved the child to wm
bebave that way. 1 vou wish to change an answer, erase the first answer complezely, then mark vour new answer.,

2. Bullies others

4. Forgets things % : Smokes or chews tobacce E o

& Anirms [$2 RS $ AR

. Will change ¢ : having A ) S b
—" ‘ : B e

Complains abowt b
wawanted thoughts

Ex L

18 more infiuenced Ty friends thao by
Brents

68. Has trouble concentrating

34, Is & "sove loser” v

Please Go On'Td Page 47 wa
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{ Remesmber:

W - Never 8 - Sometimes O - Often A - Almost Always i

8. Uses foul langua

BECPEEIIESEEEEEEOEEIFEEETIEEI9HGOEsTEREEEOHEEERERREERIEE

007834
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BASC-Adolescent Version

i) i s Eod
[
Page 3 B

Read cach sentence carefully. If you agree with the semtence, fill in the oval with the T for True. If you do not agree
with i1, fill in the oval with the ¥ for False. Here is an exarapie:

like parties -
i o

If you want w change your answer, erase it completely, then mark your new answer, Please respond to each sentence U
truthfully as it applies to vou. There are no vight or wrong answers. Do not skip any sentences.

[

; mm@ :

%) i il RS 2@ S :
2, % ean't seon o comnteol what 4 2213 62, Fam good a
happens to ge., ) | Wa  how 1o do thin,
A ’S»‘W% fiiied v bt

B

4. ¥ Mm wh&) 1 o

The local wewspaper hay a
story alvout me almost every
day

anle 1 am o n
k’x" 118,

“60. 1 worry ahowt wh ) I no resson.
o happea. .

& i
@fﬁcc at least five thones.

o OnTo Page 4

Ploase
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e { Bememhes: 1 True ¥ False |

it
i hardly wait to guit
school,

S
Utakie 2 plag o from New
”%'m% o Chicage at least
i sveel,

‘ )
I ERUORTE AN 8 OO
pieoblon of min

K
m 1\120 Wlwn vou fasl a1 wmelixmg;
give vp and go o to
mething else
T i

et Y
:hmm,n things (o e mp,,m

ﬁgmm
s

2512
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Responses to Stress Questionnaire- Parent Report

k. Even when things are going well for teenagers, almost everyone still has some
tough times getting along with other people, espclally other teenagers.

1. 8o that we can find out how things have been going for your teenager lately,
please put a check mark by all the things on this list that you think have been a
problem for him or her since the start of the schonl year,

© Being around kids that are rude

O wot having as many friends as he or she wants

Hawving someone stop being his or her friend

Being teased or hassled by other kids

Feeling pressured to do something

Fighting with other kids

Having problems with a friend

Being left out or rejected

o 0 0 O O O ©

Asking someone out and being turned down

Is there anything else has been a problem for your teenager with other kids?

2. Bubble in the number that shows how stressful these problems have been for your
teenager, or how much these problems have bothered him or her:

O Not at all O a little O Some OA Lot

Parent report-Social
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B. Below is a list of things thai peopls sometimes do, think, or feel when something stressful happens.
Everybody deals with problems in their own way- some people do a lot of the things on this list or have many
feglings, other people just do or think a few things.

Think of the social situations you checked off on the last page that have been stressful to your teenager since
school began. For each item below, fill in the bubble that means not at all, a little, some, or a lot that shows how
much you belleve that your adolescent does or feels these things when confronted with problems with other
kids. For some items, you may not know for sure how your adolescent would respond but just make your best
guess based on your observations of him or her. Please let us know about everything that you think your
teenager does, thinks, and feels, even if you don't thmk it hﬁf;)‘:: to make things better.

Wot ;S Some A

When dealing with problems with other kids; my teanag@r,., at all nittle Lot
1. tries not to feel anything. 8 8 8 8
2. feels sick to his/her stomach or gets headaches. Q Q O Q
3. tries to think of different ways to change the problem or fix the situation. O o o o
4, doesn't feel anything at ali, like he or she has ho feelings. - .
5. wishes s/he was stronger, smarter, or beiter so things would be different. © & o .
6. keeps remembering what happened or can't stop thinking about O o] O ]
what might happen. o o o o
7. My teenager lets someons or something know how s/e feels O O O O
8. decides that s/he is okay the way they are, even though s/he is not perfect. o o o o
9. When s/he is around other people they act like the problemis never happened. Ie; s} &
10. My teenager just has to get away, s/he can't stop him/herself.

11. My teenager deals with the problem by wishing it wc)uld just go away C e © Q
that everything would work itself out.

12. Sihe gets really jumpy. 8 8 8 8
13. 8/he realizes that s/he just has to five with things the way 1hey are.

14. S/he just can't be near anything that reminds him/her of the problem. 8 8 8 8
15. S/he tries not o think about i, to Torget all about st o o o o
16.-S/he really doesn't know what to feel. :

17. S/he asks other people for help or ideas about how G 0] O O
to make the problem better. :

18, When my teenager has problems with other kids, s/he can't stop thmkmq

about them when s/he tries to sleep or has bad dreams about them. o o ©
19. S/he tells him/herself that s/he can ge‘t through this. o) @) O O
20. S/he lets their feelings out. O 0 o o
21. S/he gets help from other people when s/he is trying to figure out how

to deal with his or her feelings. Q © O o
22. My teenager just can't get himorherself-to face the problemvor situation. O o] Q )
23. Sthe wishes that someoche would just come and get them out of the mess. O © © ©
24. 3/he does something to try to fix the problem orchange things. 6] O O @
25 Thoughts about problems with other kids just pop mto his.or her head o ) e o
28. My tvaenager feels it in his or her body T o & e 3

Parent-sovial version
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Good Job! You are MALF done!l Before you keep going--took back at what problems you checked on page

one and other problems you wrote down that your adolescent has with other kids, Remember to answer
these questions abeut how your teenager deals with those types of problems!

ot B Some A

When dealing with problems with other kids, my feenager... B Lot
27. tries 10 stay away from people and things that make him or her feel O O [} o)
upset or reminds them of the problem. :
28. S/he doesn't feel like him or herself, its Ike s/he is far away from every‘thmq Q o O o
29, S/he just takes things as they are, they go with the flow. O o} O
30, S/he thinks about happy things to take his or her mind off the
problem or how they are feeling. Q O O @]
31. Sthe can't stop thinking about how they are faehng o O Q Q
37, Sihe gets sympathy, understanding, or support from someone, s} O O o
33, When problems with other kids happen, sfhe can't o o o o

always control what they do
34. My teenager tells him or herself things could be worse. Q o] o] O
35. Histher mind goes blank, s/he can't think at all G O O O
36. S/he tells him or herself it doesn't matter, that itdsn't a big deal. O O o) Q
37. When sthe has problems with other kids s/he feels really. o o o o

Circle all that apply and fill in the appropriate circle: )

Angry Sad Scared Worriedfanxious None of these
38. it's really hard for him or her to concentrate or pay attention. o o o o
39. S/he thinks about the things s/he is learning from the situation, )
or something good that will come out of it O & O ©
40. Sthe can't stop thinking about what sthe did or said. e} . O O
41. Sthe says to him or herself “this ism't real” & © o] O
42. 5/he ends up just lying around or sleeping a lot. 0 o o o
43 My teenager keeps histher mind off the problems by:

Circle all that he or she does and fill in a circle: o © o ©

Exercising Seeing friends  Watching TV Playing Video games = Doing a hobby Reading
44. Sihe gets upset by things that don't usually bother himher. o o o o
45, My teenager does something to calm him or hersalf dcwn

Clrcle alt that he or she does: £ o @] (@] &

Take d@ap breaths Fray Walk Listen to music Take a Break Meditate
46. He or she just freezes, they can't-do anything. O O O O
47. Sometimes s/he acts without thinking. o o o o
48, S/he keeps their feelings under control when they have {o, then lets them N
out when they won't make things worse. : © © Q ©
49. S/he can't seem o get around {o doing things they are suppcfsed ’fo do.
50. S/he telis him or herself that everything will be all right. S I Biane o o O, ©
51. Sihe can't stop thinking about why this happened to them. 8 8 g 8
52. Sihe thinks of ways to faugh about it so it won't seem so bad. Q Q Q O
53. His or her thoughts start racing. ‘ o o o o
54. She imagines something really fun or exciting happening in his or her life. O O O O
55, Sihe can get so upset that they can't remember what happened or what the)bdrd o o o
56. Sihe tries to believe it neverhappened. e) O s
57. Sometimes s/he can't control what they do or say. 0 O O O
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Responses toe Stress Questionnaire- Adolescent Report

A. Even when things are going well for teenagers, almost everyone still has some
tough times getting along with. other people, espclally cther hteenagers.

1. So that we can f£ind out how things have been going for you lately, please put &
check mark by all the things on this list that have been a problem for you since the
start of the school year.

Being around kids that are rude

Mot having as many friends as you want

o O O

Having someone stop being your friend
Being teased or hassled by other kids
Fesling pressured to do somethiﬂg
Fighting with other kids

Having problems with & fgien&

Being left out or rejected

O ¢ O o O O

Asking someone out and beifg turned down

Is there anything else has been a problem for you with other kids?

2. Bubble in the number “that shows how .stressful these problems have been,
or how much these problems have bothered you:

O Not at all OA little O Some QA lot

B

Adolescent report-Social
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B. This is & list of things that people sometimes do, think, or feel when something stressful happens. Everybody

deals with problems in their own way- some people do a lot of the things on this list or have a bunch of feelings,

other people just do or think a faw things.

Think of the situations you just checked off. For each item below, fill in the bubble that means not at all, a little,
some, or a lot that shows how much you do or feel these things when you have problems with other kids (like
the ones you checked offy. Some answers ask you to write in a short description but you also need o fillin a
bubble for these questions. Flease let us know about everything that you do, think, and feel, even if you dor't
think it helps to make things befter.

When dealing with problems with other kids. .. S U
1. | try not to feel anything. © O © ©
2. | feel sick to my stomach or get headaches. o} Q Q Q
3. [ try to think of different ways to change the problem or fix the situation. o o o o
Write one plan you thought of:
4. 1 don't feel anything at all, fike | have no faelings. O o o e
5.1 wish | were stronger, smarter, or better so things would be different.
8. ] keep remembering what happenad or can't stop thinking about o o o ©
what might happen. o o} O O
7.t let someone or something know how | feel (Remember to bubble) o o o o
Circle who you tatked to: :

Parent Friend Brother/Sister Pet

Teacher God Stuffed Animal -None of these
8. | decide | am okay the way | am, even though I'm not perfect. C O o O
9. When I'm eround other people | act like the problems never happened., © O & ©Q
10. 1 just have to get away, | can't stop myself. o O © Q
11. | deal with the problem by wishing it would just go away, that everything o Q o Q
would work itself out.
12. | get really jumpy. O ) O O
13. | realize that | just have to five with things the way they are. e) O (@] O
14. | just can't be near anything that reminds me of these problems. o] o O O
15. 1 try not fo think about it, to forget all about it. o O o 0
18. 1 really don't know what | feel. I O o) o
17. 1 agk other peopls for help or ideas about how to make the problem better. i
Circle all you talked to - : : Q o © o

Parent Friend Brother/Sister

Teacher Ged None of these
18, When | have problems with other kids, | can't stop thinking o o o o
about them when | try to sleep or | have bad dreams about them,
19. 1 tell myself that | can get through this. o o o o
20. 1 let my feelings out. (remember to bubble) o o o o

| do this by: (circle all you did})

Wiriting in & journal Drawing/Painting Complaining
Being Sarcastic Listening to music  Punching piffow
Exercising Yelling Crying

cher things?

. . : Adolescent~social .
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When dealing with problems with other kids. ..

21, get help from other people when | am rying to fugure out how
to deal with my feelings.
Circle ali that you went 10!

Pet
None of these

Brother/Sister
Stuffed Anfmat

Friend
God

Parent
Teacher

22. | just can't get myself to face the problem or situation.
23, | wish that someone would just come and get me out of the mess.
24. | do something to iry to fix the problem or change things.

Write one thing you did:

25. Thoughts about these problems just pop into my head.
26, | feel it in my body
Circle ail that happen:

My heart races
| feel hot or sweaty

My breathing speeds up
My muscles get tight

How much do you do this?

Not A Some A
at all lattle Lot
O O @] o
o} Q G
e} O O e}
o O
G Q o O
(@] o o o]

Good Job! You are HALF done!! Before you keep going--look back at what problems you checked on page
one and other problems you wrote that you have had dealing with other kids. Remember fo answer these

questions thinking about those problems!

When dealing with problems with other kids...

27. L try to stay away from people and things that make me fesl upset or
remind me of these problems.

28, | don't feel like myself, its fike | am far away from everything.

29. | just take things as they are, | go with the flow.

30, | think about happy things to take my mind off the problem or how | am feeling,
31. t can't stop thinking about how | am feeling.

32§ get sympathy, understanding, or support from someone.

Who did you go to?
Parent Friend Brother/Sister
Teacher Other

33. When problems with other kids happen, | can't always control whatlde
Circie all that happens: )

| can't stop talking
t do dangerous things
Other

| can't stop eating
| can't stop crying
| have 1o keep checking things

34. | teli myself things could be worse.

35. My mind goes blank, | can't think at all.

36. | tell myself it doesn't matter, that it isn't a big deal.

37, When | have problems with other kids | feel really:
Circle all that you feel

Scared
None of these

Sad
Guilty

Angry
Worried/Anxious

Not A Home A
at all Little Tt
O O O o
@] G O O
o} Q G O
O @] @] O
Q o o 0]
Q O o} O
O O o (@]
o} Q o Q@
Q Q Q Q
O O 0 Q
O O o 0]

Adolescent-social .
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VWhen dealing with problems with other Kids...
Mot A 5 ome B
at all Little Lot

38. It's really hard for me to concentrate or pay attention. o Q o o
39. ] think about the things | am learming from the situation, or something good o o) o) O

that will come out of it.
40. | can't stop thinking about what | did or sald ) o o) o
41, | say to myself "this isn't real" : : Q ¢ Q Q
42, | end up just lying around or sleeping a lot. O O © O
43. | keep my mind off my problems by: i O O O o}

Circle all that you do: i

Exercising Seesing friends  Walching TV

Playing Video games Doing a hobby Reading
44, | get upset by things that don't usually bother me. o o o
45, 1 do something to calm myself down o] O ©

Circle all that you do:

Take deep breaths Fray Walk

Listen to music Take a Break Meditate
48, | just freeze, | can't do anything. o 0 = )
47. Sometimes | act without thinking. O o] O O
48, | keep my feelings under control when | have to, then let them out when they o O o o

won't make things worse,
49. | can't seem to get around o doing things I'm supposed o do. o o o o
50. | tell myself that everything will be all right. 18] & O O
51. | can't stop thinking about why this happened to me, & 9] o ©
§2. 1think of ways to laugh about it 50 i won't seem 50 bad. O O o o
§3. My thoughts start racing. O G O O
54, | imagine something really fun or exciting happening in my life. o o o O
551 can get so upset that | can't remember what happened or what [ did. O O 0 O
56. | try to believe it never happened. o o o o
57, Sometimes | can't control what | do or say. o O O O

Adolescent-gocial
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Draft Relationships Questionnaire R

INSTRUCTIONS: Please put your
subject number in the boxes abaove.
Please answer the questions below.
Please note that there are two paris to
the questionnaire. Your answers to Part
1 indicate the degree to which you fesl
you resemble the following descriptions
from 1 {not at all like me) to 7 {very
Lmuch like ma).

Y Julie Midthun SR
[
|

[ie e RN NG W4 BN A I S B N )

)

Part 1

. Itis easy for me fo become emotionally close to others, | am comfortable depending on others and having

others depend on me. | don't worry about being alone or having others not accept me.

01 o2 C3 C4 o} o8 o7

{ am comfortable without close emotional relationships. 1t is very important to me 1o feel independent and
self-sufficient, apd | prefer not to depend on others or have others depend on me.

C1 o2 03 G4 (OF:] 08 o7

. Pwant to be completely emotionally intimate with others, but | often find that others are reluctant to get as

close to me as | would like. | am uncomfortable being without close refationships, but | worry that others
don't value me as much as | value them,
o1 02 3 04 G5 OB o7

| am uncomfortable getting close to others. | want emotionally close relationships, but | find it difficult to
trust others completely, or to depend on them. | worry that | will be hurt if | allow myself to become too
close to others.

01 02 O3 04 o5 (03 o7

Part 2

Please read the four paragraphs listed below. Fill in the bubble of the paragraph that best describes you
now. Please choose only one,

C1  His easy for me to become emaotionally close 1o others. | am comfortable depending on others and
having others depend on me. | don't worry about being alone or having others not accept me.

o2 I am comfortable without close emotional relationships. Itis very important to me to feel independent
and self-sufficient, and | prefer not to depend on others or have others depend on me.

| want to be completely emotionally intimate with others, but | often find that others are reluciant to
O3 getas close to me as | would Jike. | am uncomfortable being without close relationships, but | worry
that others don't value me as much as | value them.

| am uncomfortable getling close to others. | want emotionally close relationships, but | find it
difficult to trust others completely, or to depend on them. [ worry that | will be hurt if | allow
rmyself to become too close to others.

04

Part 3:
Which description above bests describes how you were one year ago?

o1 (o)} O3 G4
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Draft

1. I don't object when my parent goes
away for s few days.

2. I have a terrible fear that my
relationship with my parent will end.

3. I have to have my parent with me
when I am upset.

4. I'm confident that my parent will
try to understand my feelings.

5. I turn to my parent for many
things, including comfort and
reassurance.

6. I worry that my parent will let me
dowr .

7. I'm afraid that I will lose my
parent's love.

8. 1 resent it when my parent spends
time away from me.

$. I feel lost if I'm upset and my
parent is not around.

16. I talk things over with my parent.

11. I'm confident that my parent will
always love me.

12. Things have to be really bad for
me to ask my parent for help.

13. When I'm upset, I am confidetn my -

parent will be there to listen to me,

14. I feel abandoned when my parent is
away for a few days.

15. when I am anxious 1 desperately
need to be close to my parent.

RAQ

Strongly
Disagree

O

O

O 0 0 ©

o

Disagree

@]

(O ¢ I ¢ R ¢ O

O

O

Both Agree
and
Disagree

O

O

G

c ¢C O O O

O

Agres

o

O

c o ¢ o Q0

o

o

Birongly
Agres

o

o

o o o o

O
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6316 Cancer Specific Questions:

New T am going to ask you some questions about diagnesis
and treatment of cancex.

1, What type of cancer wers you diagnosed with?
OLung O Breast O Colorectal O Prostate O Pancretic O Skin  QOther

2. When was your cancer diagnosed? ;Lo nave had cancer

! before list the most
i / ! l t RECENT time vou were
diaanosed.
Month Year

3. What stage was vour cancer at this diagnosis?
OStage 0 O Stage L O Stage 2 O Stage 3 (D Stage 4 (I don't know

4. Have you been diagnosed with cancer before? O FO QO YES
If YES: When were you diagnosed?

5, What types of treatment have you had for cancer?
Mark all that apply

O Chemotherapy O Radiation Therapy O Surgery O Hormone Therapy O Other

. Will you receive additional freatment for cancer?
Mark all that apply

() Chemotherapy O Radiation Therapy O Surgery O Hormone Therapy O Other
7. What is your current status with regard to cancer?

8. How much have you told your adolescent about your cancer?

QNething (O Very little (Some (A lot 'O Everything

9. How much has your adolescent contributed to decisions made about your cancer freatment?
O Nothing O Very little (OsSome QA lot (O Everything

10. How serious do you think your cancer is?

O Not serious (O Somewhat serious (O Rather serious (O Very serious

11. How serious do you think your adoléscent thinks your cancer is?

O Not serious (O Somewhat sericus O Rather serious O Very sexrious

12. How much do you thmkyour.cancer has changed your adolescent's life?
O No effect QA little (O Somewhat QA great deal OHas changed everything

13, How much do you think your adolescent worries about your cancer?
O Not at all OA little QOSome QA lot QALl the time

Parent version

11 m
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12174 Cancer Specific Questions:

Mow I am going to ask you some questions about diagnosis
and treatment of your parent's cancer.

1. What type of cancer was your parent diagnosed with?
Oiung O Breast () Colorectal () Prostate ( Pancretic O skin O Other

2. When was your parent's cancer diagnosed?

|

3, What stage was your parent's cancer at this diagnosis?

If they have had cancex
before list the most

/ RECENT time they were

diaancsed.

Month Year

(yStage 0 (O Stage 1 O Stage 2 (O Stage 3 (O Stage 4 O7I don't know

4. Have they been diagnosed with cancer before? O NO O YES
If YES: When were they diagnosed?

£, What types of treatment did your parent have for cancer?
Mark all that apply

& Chemotherapy O Radiation Therapy O Surgery O Hormone Therapy O Other

6. Will they receive additional treatment for cancer?
Mark all that apply

O Chemotherapy ¢ Radiation Therapy O Surgery QO Hormone Therapy ¢ Other

7. How much have vou been told about your parent's iliness?
O Nething (O Vexy little (QSome QA lot QO Bverything

. How realistic do you think the information you have been told is?
O Left ocut a lot ¢ So-So (O Pretty realistic O Definately realistic

9. How much have you been included in decisions made about your parent's iilness?
QNeothing O very little (O Some OA lot O Bverything

10. How serious do you think your parent thinks the iliness is?
O Rot serious O Seﬂmewhat serious (O Rather serious () Very seriocus

11, How serious do you think the illness is?

ONot serious O Somewhat serious (O Rather sericus (O Very serious

12. How much has your pareht's iliness affected your life?
Otio effect OA little O Somewhat A great deal (O Has changed everything

‘ " 5
13. How much do you worry about your parent's iliness” Adolescent version

Olot at all QA little O Some OA 1ot OaAll the time
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Responses to Stress Questionnaire- Parent Report

4. Teenagers deal with & lot of str&sstul situations, especially when they have a
parént with a seérious illness. : :

1, So that we fan find out how things have been going for your adolescent lately,
please put a check mark by all the things on this list that you think have been a
problem for him or her since you have been sick.

() He/she has more naspon$ibility than they used to

He/she doesn't know what to sxpect Erom day te day

He/she is scared 4o be away From home for very long

He/she feels like they have no control or say in their life

He/she is afraid that they or somevne else close to them will get sick
People expect him/hexr to feel or act a cértain way

Me and my spouse argue more wfien than we used to

Me and/or my spouse are at the hospital a lot

Money is a nuch bigger concern than it used to be

I am very sieck and it is hard for my teenager to see me so sick

Me and my spousé are dealing with lots of problems and don't have time for him/her
Me and/ox my spouse seems depressed

He/she has bad te miss school and other a¢txvmtxes

He/she doesn't care as much about grades

He/she can't ses their friends as much anymore

He/she is cencerned about how my spéuse is doing

Our family has changed a lot

His/her relationships with me and/or my spouse have changed

He/she tries to not fight with me and/or my spouse or upset us

He/she can't zely on us as nmmch anymore to help them deal with problems
He/she is worried about their siblings

He/she feels selfish because of thoughts about how cancer affects their life
Me and/or my spouse rely on our teenager too much

(O3]

COO0O00CO0OCOOOCOOC0Q0

Is there anything else that you think has been a problem for your teenager since
you got sick?

2. Bubble in the number below that indicates how stressful you think these
pxoblems have been for your teenager:

O Not at all OA little O Some O lot

Parent report-Ill
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B. Below is a list of things that people sometimes do, think, or feel when something stressful happens,
Everybody deals with problems in their own way- some people do a lot of the things on this list or have many
feelings, other people just do or think a few things.

Think of the situations you checked off on the last page that have been stressful to your teenager since you
became ill. For each itemn below, fill in the bubble that means not at all, a lithe, some, or a fot that shows how
much you believe that your adolescent does or feels these things when confronted with problems related to
your iliness. For some items, you may not know for sure how your adolescent would respond but just make
your best guass hased on your observations of him or her. Please let us know about everything that you think
your teenager does, thinks, and feels, even if you don't think it helps to make things befter.

Not A Some A
When dealing with problems that have to do with my iliness, my teenager... at all Little Lot
1. tries riot to feel anything. ' 8 8 8 8
2. fesls sick to his/her stomach or gats headachés. o © O ©
3. tries to think of different ways to change the problem or fix the situation. o O o) o
4. doesn't feel anything at all, like he or she has no feelings.
5, wishs s/he was stronger, smarter, or better so things would be different. © © O ©
6. keeps remembering what happened or can't stop thinking about O O O O
what might happen. o o o o
7. My teenager leis someone or something know how s/he feeis & e} e &
8. decides that s/he is okay the way they are, even though s/he is not perfect. o o o o
9. When s/he ig around other people they act like the problems never happened.c O Ie) &
10. My teenager just has to get away, s/he can't stop him/herself, o o O o
11. My teenager deals with the problem by wishing it would just go away,
that everything would work itself out.
12, B/he gets really jumpy. . 8 8 8 8
13, Sthe realizes that s/he just has to hve with things the way they are. i
14, S/he just can't be near anything that reminds hxm/her of my mness 8 8 8 8
15. B/he tries not to think about it, to forget alt about o o o o o
16, 8he really doesn't know what to feel, ~
17. Srhe asks other people for help or ideas about how O o} Q O
to make the problem better. :
18. When my teenager has problems about my illness, s/he can't stop thinking
about them when s/he tries to sleep or has bad dreams about them. Q o o ©
19. Sthe tells him/herself that s/he can get through this. o] O (@] o)
20. S/he lets their feslings out. o o o ©
21. 8fhe gets help from other people when s/he is frying o figure out how
to deal with his or her feelings, 2 0 © O
22. My teenager just can't get him or herself io face the problem or situgtion.  © Q Q Q
23. B/he wishes that someone would just come and get them out of the mess. © © o ©
24. Sthe does something to try {0 fix the problem or change things. e} o] O O
25. Thoughts about my fliness just pop into his or her head, o o o o

Q O O Q

26. My teenager feels it in his or her body

Parent-t version
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Good Job! You are HALF done!! Before you keep going--look back at what problems you checked on page
one and other problems you wrote down that your adolescent is facing due to your ilness. Remeamber to
answer these questions about how your teenager deals with those types of problems!

Wot A Some A
When deafing with problems that have o do with my iliness, my ieenager.,.  at &1l little 22
27, iries to stay away from people and things that make him or her feel 1) O fe) O

upset or reminds them of my iliness.

28. S/he doesn't feel like him or herself, its like s/he is far away from everything. o oy o O
29, 8/he just takes things as they are, they go with the flow. Q O o} Q
30, S/he thinks about happy things o take his or her mind off the
problem or how they are feeling. Q O Q Q)
31, S/he can't stop thinking about how s/he is feeling. o o o O
32. Sihe gets sympathy, understanding, or support from someone. o o O O
33. When problems from my iliness happen, sfthe can't

always control what s/he does o o & O
34. My teenager telts him or herself things could be worse. O O O O
35. His/ner mind goes blank, s/he can't think at all. o o © ©
36. S/he tells him or herself it doesn't matter, that it isn't a big deal. 'e) O @) ')
37. When s/he has problems about my iliness s/he feels really: o o o o

Circle alt that apply and fill in the appropriate circle:

Angry Sad Scared Worried/anxious None of these
38. W's really hard for him or her to concentrate or pay attention. o o o o
39. She thinks about the things s/he is learning from the situation, ] )
or something good that will come out of it. & © o O
40. B/he can't stop thinking about what sfhe did or said. o o 0O O
41. S/he says to him or herself "this isn't real” © O O )
42. S/he ends up just lying around or sleeping a lot. o o) o 0
43. My teenager keeps histher mind off the problems by:

Circle all that he or she does and fill in a circle: © % © ©

Exercising Seeing fiends  Watching TV Playing Video games  Doing & hobby Reading
44. Sihe gets upset by things that don't usually bother him/her. o o o o
45 My teenager does something to calm him or herself down

Circle all that he or she does: O o Q O

Take deep breaths Pray Walk Listen to music Take a Break Medifate
46. He or she just freezes, they can't do anything. G O O o]
47. Sometimes s/he acls without thinking. O o O O
48. Sihe keeps their feelings under control when they have {o, then lets them o o o o
out when they wor't make things worse.
49, Sthe can't seem to get around o doing things they are supposed to do.
50. Sthe tells him or herself that everything will be all right. G o o o
51. Sfhe can't stop thinking about why this happened to them. g 8 2 8
52. Sfhe thinks of ways to laugh about it so it wor't seem so bad. &} 0] O @]
53. His or her thoughts start racing. _ o o o o
54. S/he imagines something really fun or exciting happening in his or her life. O o o &
55, S/he can get 50 upset that they can't remember what happened or what they did. o o o e
56. B/he tries to believe it never happened. . e} e} & &
57. Sometimes sfhe can't control what they do or say. ¢] O O O

152



18908

Responses to Stress Questionnaire~ Adolescent Report

B Taenaaels deal with a lot of streastul sityations, especially when they have a

. parent with a sexxous illness.

1. So that we can find out how things have.been going for you lately, please put a
check mark by all the things on this list that have been a problem for you since your
parent has bkeen sick. 5

have more responsibility than I used to

don't know what to expect from day to day

am scared to be away from home for very long

feel like I have ne contrel or say in nmy life

am afraid I will get sick oy someone else close to me will get sick
People expect me to feel or act a certain way

My parents argue more often than they used to

My parents are at the hospital a lot

Money is a much bigger concern than it used teo be

My parent is very sick and it is’hard ‘to see them so sick

My pavents are dealing with lots of problems and don't have time for me
One ox both of my parents seems depressed

I have had to miss school and other activities

I don't care as much about grades

I can't see my friends as mach anymore

I am coneerned about how my well parent is doxng

My family has changed a Ilot

My relationships with my parents have ¢hanged

I try to not fight with my parents-or upset them

I ean't wely on my parents as much anymore. te help me deal with problems
I am worried about my brother(s) and/or sister{s)

I feel selfish becauss I think a lot about how my parent's illness affects my life
My parents rely on me too much

[ IS

OQO0CO0OCO0O0OCOO0OOOO0O00O0C

Is there anything else has been a problem for you since your parent got sick?

2, Bubble in the number that shows how stressful these are, or how much these
problems have bothered you:

O Not at all Oa little O Some OA lot

Adolescent report-Ill
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B. This is a list of things that people sometimes do, think, or feel when something stressful happens. Everybody
deals with problems in their own way- some people do a lot of the things on this list or have a bunch of feelings,
other people just do or think a few things.

Think of the situations you just checked off. For each item below, fill in the bubble that means not at all, a tittle,
some or a lot that shows how much you do or feel these things when you have problems refated 1o your parent
having a serious iliness (ke the ones you checked off). Some answers ask you to wiite in a short description

but you also need to fill in 2 bubble for these questions. Please let us know about evarything that you do, think,
and feel, ever if you don't think it helps to make things betlter.

When dealing with problems that have to do with my parent's iliness. .. et pirge  eme R
1. 1 try not to feel anything. ‘ © o © o
2. 1 feel sick to my stomach or get headaches. O Q O Q
3. L iry to think of different ways to change the problem or ﬁx the situation. o o o o
Write one plan you thought of:
4. 1 don't feel anything at all, like | have no feelings. o O o) )
5. {wish | were stronger, smarter, or better so things would be different.
6. | keep remembering what happened or can't stop thinking about & o o o
whiat might happen. O O O O
7. et someone or something know how | feel (Remember to bubble) o o o o
Circle who you talked to:

Farent Friend Brother/Sister . Pat

Teacher God Stuffed Animal None of these
8. | decide | am okay the way | am, even though I'm not perfect, o G O ]
9. When 'm around other people | act lie the problems never happened, Q O O G
10. 1 just have to get away, | can't stop myself, O O O o}
11. | deal with the problem by wishing it would just go away, that everything o (] O O
would work itself out.
12. | get really jumnpy. o] (@] ) o
13. | realize that | just have to live with things the way they are. O O Ie) O
14. 1 just can't be near anything that reminds me of my parent's iliness, e e} O 0
18, try not to think about it, to forget all about it. o o 0 O
16. 1 really don't know what | fesl, O ') O o
17. | ask other people for help or ideas about how te make the problem better.
Circle all you talked to : o © o o

Parent Friend Brother/Sister

Teacher God None of these
18. When | have problems about my parent's filness, | can't stop thinking o o o o
about them when | iry to sleep or | have bad dreams about them.
19. Hell myself that | can get through this, ‘ o o o o
20. t tet my feelings out. (remember to bubbie )

| do this by: (circle all you did) 20 Q o O o

Writing inv a journal Drawing/Painting Complaining

Being Sarcastic Listening to music  Punching pillow

Exercising Yelling Crying
Other things?
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When dealing with problems that have to do with my parent's illness. ..

2%. 1 get help from other people when | am trying o figure out hcw
to deal with my feslings.
Circle alt that you went {o:

Pet
None of these

Brother/Sister
Stuffed Animal

Friend
God

Parent
Teacher

22. 1 just can't get myself to face the problem or situation.
23 | wish that someone would just come and get me out of the mess.
24 1 do something to try to fix the problem or change things.

Write one thing you did:

26. Thoughts about my parent's illness just pop into my head.
26. [ feel it in my body
Circle all that happen:

My breathing speeds up
My muscles get tight

My heart races
tfeal hot or sweaty

How much do you do this?

Not A Some A
at a1l Iittie Lot
O 6] O O
- Q
o @) O O
o
O © Q @]
O Q O o

Good Job! You are HALF done!! Before you keep going--look back at what problems you checked on page
one and other problems you wrote that come from having a parent who is seriously ill. Remember to answer

these gquestions thinking about those problems!

When dealing with problems that have 1o do with my parent's iliness...
27. 1 try to stay away from people and things that make me feel upset or
remind me of my parent's iiiness.
28, | don't feel like myself, its fike | am far away from everything
29, 1just take things as they are, | go with the flow.
30, 1 think about happy things to take my mind off the problem or how | am feeling.
31. | can't stop thinking about how | am feeling.
32. 1 get sympathy, understanding, or support from scmeone

Who did you go to?
Friend Brother/Sister
Other

Parent
Teacher

33. When problems from my parent's iliness happen, | can’t always control what | do
Circle all that happens:

t can't stop talking
t do dangerous things
Other

| can't stop eating
i can't stop crying
{ have to keep checking things

34. | tell myself things could be worse.

35. My mind goes blank, | can't think at afl.

36. | tell myself it doesn't matter, that it isn't a big deal,

37. When | have problems about my parent's iliness | feel really:
Circle all that you feel

Scared
None of these

Sad
Guilty

Angry
Worried/Anxious

Not A Some A
at all Little Lot
o &) O o
e (6] 9] O
O Q Q Q
6] O O O
O O O Q
O o] O e}
o O O Q
Q o} Q Q
© & o} 9}
Q O 0] O
O O O O
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When dealing with problems that have to do with my parent's ifiness. ..

38.

39. L think about the things | am learning from the situation, or something good
that will come out of if.

40.
41.

42.
43.

44,
485,

48.
47.

48. | keep my feelings under control when | have to, then !et them out when they
worv't make things worse.

49.

it's really hard for me to concentrate or pay attention. k

| can't stop thinking about what | did or said.
i say to myself "this isn't real"

| end up just lying around or sleeping a lot.
I keep my mind off my problems hy:

Circle all that you do:

Exercising Sesing friends  Watching TV
Playing Video games Doing a hobby Reading

| get upset by things that don't usually bother me.
| do something to catm myself down

Circle all that you do:

Take deep breaths Pray Wallc
Listen to musnc

Take a Break Meditate

] just freeze, s can't do anything.
Sometimes | act without thinking.

| can't seem to get around to doing things I'm suppesed to do.

. I tell myself that everything will be all right.

1. | can't stop thinking about why this happened to me.

. [think of ways to laugh about it so it won't seem so bad.

. My thoughts start racing,

. limagine something really fun or exciting happemng inmy ufe

. Fcan get so upset that | can't remember what happened or what | did.
1y to believe it never happened.

. Sometimes | can't control what | do or say.

Not
at all

O COC O

o0

0 OO0 OO OO0 O O ©

A
Little

O

o 000 O

o0

QO .00 OO0 00O O O O

Q0

00 OGO OO OO0 O O O

ele}

oo O © O O

oo OO0
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Psychosocial Adjustment to Illness Scale
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SECTION 1

Which of the following statements best describes your usual attitude about taking care of your heatth?

a) 1am very concerned and pay close attention to my personal heafth.

b} Most of the time | pay attention to my health care needs.

¢} Usually, | try to take care of health matters but sometimes | just don't get around to it.
d) Health care is something that | just dont worry too ruch about.

Your present illness probably requires some speciat attention and care on your part, Would you piease select
the statement befow that best describes your reaction.

[
[

(
[

I &) tdothings pretly much the way | always have done them and | dort worty or take any special congiderations
for my fliness.

1 by iy to do all the things | am supposed 1o do to take care of myset, but lots of imes 1 forget or | am too

tired or busy.
1 &) 1doa pretty good job taking care of my present liiness.
1 d) 1pay close attention to all the needs of my present Hiness and do averything | can {o take cate of myself.

In general, how do you fee! about the quality of medical care available today and the doctors who provide 1#?

a) Medical care has hever been belter, and the doctors who give it are doing an excellent job.

b} The quslity of medical care available is very goad, but there are some areas that could stand frmprovemant,
¢} Medical care and doctors are just not of the same quality they onte were,

dy | don't have much faith in doctors and medical care foday.

During your present illness you have received treatment from both doctors and medical staff. How do you feel

about. them. s

her they

being Hi. C%

u have received from them?
“""“'"“"""""«w«-.w PRI

Freceived ahd don't think the staff has done all they could have

treafient | have re eiveci, but § think it is probably the best they can do.
naEgavhole, althjugh there have been a fow problems,
been excellpnt.

t things abogt their fiiness, and have ditfferent attitudes about
befow which comes closest to describing your feelings,

V problems quickly and get back to being my old self.
g | will overcome them faisly soon, and get back to the

EEE
} Qv inesy ndy of
Wayil wis:
) We § has reg .
it Bhct 188! sure'th 0 1
il

i ly and mentally, but I'am trying very hard 1o overcome
these days. ’

1

sellibm g
Iyt feetworront-and.ven. weak fom. my flness and there

are fimes when § don't know it | am really. ever golng
to be able fo overcome it. ’

Being Bl can be a confusing experience, and some patients feel that they de not receive enough information and
detail from their doctors and the medical staff about their illness. Please seloct & statement below which best
describes your feslings about this matter,

[

[
[

| &) My doctor and the medical staff have told me very fiitle about my illness even though | have asked more than
once. ’

I b) do have some information about my liness but | feel 1 would like to know more.

I ¢ 1have a pretty fair understanding about my iiness and feel that if | want to know moare | can always get the
information,

1 d) 1have been given a very complete picture of my liness, and my doctor and the medical staff have given me
all the detalls | wish to have.
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in an lilness such as yours, pedpke have different ideas about their treatment and what io expect from it. Please
select one of the statements below which best describes what you expect about your freatment.

[ 1 & fbelieve my doctors and medical staff are quite able to direct my treatment and feel i is the best treatment |
cauld receive,

[ 1 b} 1have trust in my doctor's direction of my trealrnent; however, sometimes | have doubts about it,

[ ] ¢ idontlike vertain parts of my treatrment which are very unpleasant, but my doctors tell me | should go through
it anyway.

[} o) inmany ways t think my treatment is worse than the Tllness, and | am nat sure it is worth going through it.

In an iness such as yours, patients are given different amounts of information aboul thelr treatment. Please
selecta statemert from those below which best describes information you have been given about your treatment.

| &) 1have been told almost nothing about my treatment and feel left out about i,

1 b} 1have some information about my treatrment, but not as much 28 | would fike to have.

] ¢ My information conceming treatment is pretly complete, but there are one or two things | sttt want to know.
[ d) 1feel my information concering treatment is very complete and upde-date.

SECTION 1§
Has your Hiness interfered with your ability to do your job {schoolwork)?
[ 1 3) Noproblems with my job
[ ] b)Y Some problems, but only miner ones
[ ] ¢) Some serious problems
[ 1 d) Hiness has totally prevented me from doing my job

How well do you physically perform youy job {studies) now?

[ 1 a) Peory

[ 1 b) Nottoo weil

[ 1 ¢ Adequately

[ 1 & Verywel
During the past 30 days,

1 a) 3 days oriess
1 B} 1week
}
]

{

[

[ C) 2 weeks \
[ d) More than 2 we b :
ts your job (school) as im o : U how as 14

z A

1 a3 Lite or no importange 1o me now
1 b) Alotless imporant
]
1

¢} Slightly less important
dy Equal or greater importance than befors

Have you had to change you goals concerning your job {education} as a result of vour liness?

[ 1 8 My goals are unchanged

{ 1 by There has been a slight change in my goals
[ ] ¢ Mygoals have changed quite a bit

{1 & 1have changed my goals completely
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(&) Have vou noticed any increase In problems with your co-workers {students, neighbors) since your illhess?

I 1 a) A gealinoreass in problems
[ 1 B) Amoderate increase in problems
[ 1 ¢) A slight increase in problems
[ ] d) None

SECTION B

(1) How would you describe your relationship with your husband or wite (partner, if not married) since your finess?

I) &) Good
[ ] by Fair
I 1 o Poor
[ ] d VeryPoor

(2) How would you describe your general relationships with the other peopia you live with (e.g., children, parents, aunts,
ec.)?

ay Very Poor
by Poor
¢} Fair
d} Good

PPy

{3y How much has your ifiness imerferad with your work and duties around the house?

[ 1 & Notatall

[ ] by Stight problems, easlly overcome

[ 1 ¢ Moderate problems, not all of which can be overcome
[ 1 d} Severe difficulties with household duties

T —

{4} In thosejareas wi ur fliness.
duties &  help yw%fj ‘égk 933&

[ The faml b%i;} (%‘
[ 1B The famiyhas
[ 1 @ The fami
[l

(8} Mas yoLr ilingss restilieg rout and members of your family?

Sereee M“ém N |

[
{
{
[

PP —

{8) Some pe“bmé‘wﬁhmn Hiness lke.yours feel they need help from ether psople (friends, nelghbors, family, ete.) to
get things done from day-tc-day. Do you Teel you rieed such help and s there anvone tu provide it?

[ 1 a) ireally need help but seldom is anyone arcund to help

[ 1 b) 1getsome help, but | can't court on it alf the time

[ 1 ¢ Idontgetalthe help I nead all of the time, but most of the time help is there when 1 need it
[ 1 d Edon'tfeel | need such help, or the help | need is avallable from my family or friends

(7) Have you experienced any physical disability with your iliness?

a) No physical disability
b) A slight physical disebility
¢) A moderate physical disability

{
{
{
[ d} A severe physical disability

e ek St Pt

household work, how has the family shifted
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(8) An iliness such as yours can sometimes cause a drain on the family's finances; are you having any difficulties
meeting the financial demands of your Hiness?

a} Severs financial hardship

b) Moderaie financial problems
A slight financial drain

d} No monay problems

,ﬂ.—_..ﬂ
-
e

SECTION IV

{1} Sometimes having an lllness can cause problems in a relationship. Has your liness led to any groblems with
your husband or wife (partner, if not married)?

[ 1 & Thers has been no changs in our relationship

[ ] b) We arealitie less close since my iness

[ ] ¢ We are deftnitely less close since my lilness

[ 1 d) We have had serious problems or a break in our relationship since my iliness

(2) Sometimes when peopls are Wihey report a loss of interest In sexual activities, Have you experienced less sexual
interest since your iiness?

1 a) Absoltely no sexual interest since iliness
1 b) A marked loss of sexual interest

1 ) A slight foss of sexual interest

1 d} Noioss of sexual interest

[
{
[
[

(3) liness sumetimes causes a decrease in sexual activity. Have you experxenced any decrease | it the frequency of
your sexual activities? .

a) No decrease in & ua! actmtng ::Mw«w
b) Silight decrease injsexual actiy ’
s} Marked decrease in sexual adﬁ
d) Sexual actvities have stoppe@

(4) Has there been any chan?;e in the pleq% pence from sex?

Apersons ablmy to-perform. %xua& activities even though the
appened io,you, and i sa, to what degree?

a) No change in 'rr iy ability-to.haye sex S
b} Slight problems with my sexual performaﬁte Sy
¢} -Constant sexual performance problems

dj Totally unable to perform sexualty

e et ot e

(6) Sometimes an ifiness will interfere with a couple's normat sexua refationship and cause arguments or problems
hetween them. Have you and your partner had any arguments like this, and if so, to what degres?

a) Conslant arguments
b) Frequent arguments
¢} Some arguments
d} No arguments
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SECTION ¥

Have you had as much cortact as usual {efther personally or by telephone) with members of your farmily outsides
your household since your Hlness?

a) Contact is the same or greater since Hiness
b} Contactis slightly fess

o) Contact is markedly less

d} No contact since finess

St bt s

Have you remained as inferested in getting together with these members of your family since your iiness?

[ ] & Little or no interest in getting together with them
[ 1 b) Interestis alot less than before

[ 1 ¢ Interestis slightly less

[ 1 d interestis the same or greater since finess

Sometimes, when people are i, they are forced to depend on members of the family outside thelr household for
physical help. Do you need physical hefp from them, and do they supply the heip You need?

[ 1 2 Insedno help, or they give me all the help | need
[ 1 b) Their help is enough, excepl for sorme minor things
[ 1 ¢ They give me some help but not enough
[ 1 d) They give me litlle or no help even though | need a great deal
Some people soclalize & great deal with members of thelr tamily outside their immediate household. Do vou do
muck: socialiZiRg withr-th se«!gmﬂmgmgggg_,m and bas your Hiness reduced such sacializing?
e

7

ith them has bee

| %atec}\ g
!
i

fected, of {§ have never done much socializing of © 5 kind)

tios

and hobbies as you were prior to your liness?

a) Bame level of interest as previously
by Slightly less interest than before

¢} Sigrificantty less interest than before
d) Litle or no interest remaining

o s gy ey
B bt s s

How about actual participation? Are you still actively involved in doing those activities?

[ ] a Litdeorne patticipation at present
{ 1 b} Participation reduced significantly
i 1 ¢ Participation reduced shightly
1 o) Participation remains unchanged

Please continue on the following page #
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Are you as interested in leisure time activities with your family (Le., playing cards & games, taking trips, going
swimming, efc.) as you were prior to your fliness?

[ 1 a) Same tevel of interest as previously
[ 1 by Slightly less interest than before
[ 1 ¢ Significantly less interest than before
{ ] d) Litdle or no inferest remaining

Do you still participate in those activities to the same degree you once did?

a) Little or no participation at present
b) Participation reduced significantly
©) Participation reduced slightly

d) Participation remains unchanged

Have you maintained your interest in social activities since your lilness (e.g., social clubs, church groups, going
to the movies, ete.)?

a) Same level of interest as praviously
b) Slightly less intersst than before

¢} Significantly less interest than before
dy Little or no interest remaining

How sbout participation? Do you still go out with your friends and do those things?

a) Litle or no participation at present

b Participation.redused-significs o
3 ly £ @

]

i

1 ¢ Participati 1 reduded §

I ad Participaii%n emaing ﬂz){%}an
o

Recenily, have you fsglt afrald, texigﬁ’; e
| B,

{1 & Notatat . [

%
i
[} d) Extremely

%&ﬁcemly, have you félt sad, deprassed, lost interest ip thi gs%o ;
e [ e :
[ 1 a) Exiremely ‘ ite 1:4) Notatall

Recently, have you teit

[ 1 & Notatall “["T7Bj A litfle bit [ ] ¢ Quite abit [ ] o) Extramsly

Recently, have you biamed yourself for things, felt gullty, or feif ke you have lot people down?

[ 1 a Exvemsly [ 1 B} Quite abit [ 1 ¢) Alitle bit [ 1 & Noratal

Recently, have you worrled much about your iliness or other matters?

[ 1 & Notatal [ 1 b) Atigle bit [ ] ¢ Quite abit I 1 d) Extremely
Recently, have you been feeling down on yourself or less valuable as a person’?

[ 1 & Extremely [ 1 b}y Quite abit [ ] o) Alite bit [ 14 Not ‘at all

Recently, have you been concerned that your illness has caused changes in the way you look that make vou
less attractive?

[ 1 & Notatall [ ] b) Atitlle bit 1 o) Quite abit [ ] d Extremsly

-6 -
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